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ABSTRACT 
SUSTAINABLE EMERGENCIES: THE PARADOX OF COMMUNITY 
MANAGEMENT OF ACUTE MALNUTRITION PROGRAMS 
            Kelly Delaney 
             Alison Buttenheim
In 2008, the World Health Organization (WHO) formally endorsed the community 
management of acute malnutrition protocol as the preferred method of treatment for the 
approximately 13 million acutely malnourished children in the world (Collins, 2007; 
WHO, 2008).  This protocol reflected a change in treatment strategies from the hospital 
to the community.  Health care providers who respond to nutrition emergencies (referred 
to as emergency nutrition workers for the purpose of this study) were tasked with 
understanding the complex nature of a community’s structure and culture, in addition to 
providing medical treatment for acutely malnourished children.  To implement the WHO 
protocols successfully, emergency nutrition workers must be able to translate 
international standards into a culturally and contextually appropriate emergency nutrition 
program.  This qualitative descriptive study describes the experience of emergency 
nutrition workers regarding community participation in program assessment, design, and 
implementation following declaration of a nutrition emergency. 
There is a lack of understanding concerning what personal and professional 
beliefs and structures influence how emergency nutrition workers interpret their 
environment and define the community structure they are working within when 
developing assessment and implementation strategies.  Bronfrenbrenner’s (1977) social 
ecology theoretical framework was utilized to guide a review of literature concerning 
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environmental influences that may affect community participation during emergency 
nutrition programs.  In the study, a cross-sectional qualitative descriptive design was 
utilized in a deterritorialized setting.  English speaking emergency nutrition workers who 
responded to a nutrition emergency as an employee of an international non-governmental 
organization in the previous twelve months were recruited through a maximum variation, 
purposeful sampling technique.  Participants were recruited through professional 
networks, NGO headquarters, and an online professional forum until saturation is 
reached.  Semi-structured interviews conducted by the researcher were the primary form 
of data collection for this study.  Interviews were conducted over the Internet using voice 
over Internet protocol (VOIP) technology.  Directed content analysis was utilized for data 
analysis.  The study results included an identification of five themes that influence the 
ways in which an emergency nutrition worker engages with local communities during 
Community Management of Acute Malnutrition (CMAM) programs: (1) Dimensions of 
Community in CMAM; (2) Learning Through Field Experience; (3) Partnerships for 
Success; (4) Disconnects in Funding Priorities; and (5) Sustainability in Emergencies.  
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Chapter One: Introduction and Study Overview 
Introduction 
In 2008, the World Health Organization (WHO) formally endorsed the 
community management of acute malnutrition (CMAM) protocol as the preferred method 
of treatment for the approximately 13 million malnourished children in the world 
(Collins, 2007; WHO, 2008).  This protocol reflected a shift in treatment strategies from 
the hospital to the community.  Health care providers who respond to nutrition 
emergencies (referred to as emergency nutrition workers [ENW] for the purpose of this 
study) were now tasked with understanding the complex nature of a community’s 
structure and culture, in addition to providing medical treatment for acutely malnourished 
children.  To implement the WHO emergency protocols successfully, nutrition workers 
must be able to translate international standards into a culturally and contextually 
appropriate emergency nutrition program. 
Successful implementation of the CMAM program is essential for child survival 
initiatives because the estimated number of preventable child deaths resulting from acute 
malnutrition is 3.5 million children per year (Horton, 2008).  Looking beyond the number 
of lives lost because of acute malnutrition every year, children who survive acute 
malnutrition will have compromised immune systems, increased risk of gastrointestinal 
parasitic disease, and delayed development.  Long-term effects include decreased 
schooling, decreased adult income level, and decreased offspring size, which can put 
future generations at increased risk for nutrition-related disorders (Victora, et al., 2008). 
It is for this reason that when 186 country representatives of the United Nations 
developed and signed the millennium development goals (MDGs), a top priority was to 
2 
 
“halve, between 1990 and 2015, the proportion of people who suffer from hunger” 
(Millenium Project, 2010, pg. 54).  The realization of this goal is becoming increasingly 
unlikely.  Rates of malnutrition in children under five years of age showed a steady 
decline between 1990 and 2002.  The rates remained constant until the global economic 
collapse in the late 2000s and at which please they began to increase (Millennium 
Project, 2010).  Unprecedented rates of acute malnutrition are now being recorded in 
regions where acute malnutrition is a chronic problem. 
Emergency malnutrition thresholds are defined as 15% of the children under five 
years of age are acutely malnourished and/or when 4% of the children under five years of 
age are severely malnourished in a given population (Famine Early Warning Systems 
Network [FEWSNET], 2011).  When malnutrition rates reach emergency levels, the 
current international standard is to open a type of an emergency program called 
Community Management of Acute Malnutrition (CMAM).  See Appendix A for 
definition of key terms.  Financing for CMAM programs usually occurs through 
international donor funding mechanisms.  Once the emergency phase has concluded, it is 
becoming more common for the program to be integrated into the primary health care 
structure.  In 2008, The Lancet published a series of articles focusing on maternal and 
childhood acute malnutrition.  In the final issue of the series, Robert Horton (2008) 
stated: 
the international nutrition system is broken.  Leadership is absent, resources are 
too few, capacity is fragile, and emergency response systems are fragmentary.  
New governance arrangements are urgently needed.  An agency, donor, or 
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political leader needs to step up to this challenge.  There is a fabulous opportunity 
right now for someone to do so.  But who? (p. 179). 
Somalia serves as an example of a broken system.  A July 2011 survey 
revealed global acute malnutrition rates as high as 55.0% and under five mortality 
rates as high as 20.3%—the highest in the world.  Drought was the natural cause 
of the food insecurity; however, human actions are responsible for the progression 
of the famine (Save the Children & OXFAM, 2012).  Early warning systems did 
not trigger the funding channels needed to generate funds for the programs to 
prevent deterioration in the population’s nutrition status.  Political instability 
made humanitarian access nearly impossible once funding was secured.  As a 
result, it is estimated that 10% of Somalia’s population under five years of age 
died every month during the height of the famine (UNICEF, 2011). 
Per international guidelines, when nutritional emergencies occur, the assessment, 
design, and implementation of the emergency program should have a strong community 
focus.  While the international guidelines are unambiguous concerning the medical 
management of acute malnutrition, the guidelines concerning the community aspect of 
the program are not as clear.  There is little understanding about how the professionals 
who design these programs define the community structure within which they are 
working, what tools they utilize to adapt international guidelines into culturally 
appropriate interventions, or the efficacy of the programs. 
In many locations where nutrition emergencies occur, emergency health 
professionals are already dealing with chronic or cyclical emergencies in the region.  This 
experience should ensure that there is a high level of community participation in the 
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response programming. For example, if a nutrition emergency occurs where there is an 
existing medical program, the medical personnel should be able to provide background 
information on the community to the ENW.   Unfortunately, this is not always the case.  
The humanitarian aid profession places a high value on community participation in 
program design; however, the realities of engaging or even identifying the community in 
the hours or days after an emergency is declared are often challenging.  The skills 
necessary for developing a community- and culturally-appropriate response plan are often 
lacking among humanitarian aid workers (Ramalingam, Scriven, & Foley, 2011).  To 
design effective emergency nutrition programs in the early stages of the response, a better 
understanding is needed about how the global and local interact.  This constitutes a 
problem that ENW readily acknowledge and for which they seek solutions.  In addition, 
there is a lack of understanding regarding what personal and professional beliefs and 
structures influence how an emergency nutrition worker interprets his or her environment 
when developing assessment and implementation strategies (Ramalingam, Scriven, & 
Foley, 2011). 
An integral part of understanding the challenges associated with emergency 
nutrition programs is to explore how the global and local interact in a way that shapes 
these programs in the early stages of the response.  The medical, nursing, and nutrition 
communities have been credible in identifying the most useful ways to treat acute 
malnutrition and developing international protocols,  but they are struggling with how to 
implement the treatment programs within local communities successfully (WHO, 2007).  
Therefore, the purpose of this study is to describe qualitatively the experience and social 
influences of ENW regarding the definition of community and the utilization of 
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community participation in program assessments, design, and implementation following 
declaration of a nutrition emergency. 
Current research concerning outcomes is focused on case fatality rates, program 
coverage, and cost analysis (Collins, 2007).  Research that is focused on how Non-
Governmental Organizations (NGO) conceptualize and operationalize community 
participation predominately comes from anthropological and ethnographic studies.  This 
research often highlights a perceived lack of inclusion of community in humanitarian aid 
(Redfield, 2005).  Specifically, the research notes that if community is included as part of 
a program, it is often as an afterthought, not as a key component to the program planning. 
In addition, the research notes that the community aspect is often included in the 
assessment phase and not in the actual program development phase of the response 
(Ramalingam, Scriven, & Foley, 2011).  The literature also includes critiques of NGOs 
for not training their staff properly concerning community and cultural competencies 
(Fox, 1995). 
Guidelines for emergency nutrition programs define communities in terms of 
space and time, with little focus on community structure and culture (Collins, 2007).  
This means that the concept of community beyond space and time is often interpreted in 
different ways by ENW and can lead to confusion between implementation partners.    
The available research does not identify how ENWs define communities, their beliefs 
about community participation, or their perceived support and barriers to the successful 
use of local communities in emergency nutrition programs.  Within humanitarian aid, 
there is a call for a paradigm shift toward community participation in emergency 
response programs but there is a lack of knowledge behind how to implement this 
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successfully.  To facilitate such a shift, further research is needed that will be a 
consideration of how the social environment influences emergency nutrition worker 
perceptions of community participation in the period immediately after an emergency is 
identified.  Implementation research regarding collaboration between ENW and local 
communities is lacking. 
Study purpose and objectives 
The purpose of this study is to describe qualitatively the experience and social 
influences of ENW regarding the definition of community and the utilization of 
community participation in program assessments, design, and implementation following 
declaration of a nutrition emergency. 
A nutrition emergency is operationalized in this study as: (1) traditionally food-
secure communities with global acute malnutrition (GAM) rates exceeding 15% and /or 
severe acute malnutrition (SAM) rates exceeding 4%; or (2) chronically food insecure 
communities experiencing GAM or SAM rates above the community’s baseline.  In this 
study, a nutrition emergency will encompass both definitions.  An ENW is 
operationalized in this study as an individual employed by a non-governmental 
organization (NGO) who is responsible for the technical assessment, design, and/or 
implementation of a program that responds to a nutrition emergency.  The concept of 
community will not be pre-defined for this study, as there is no clear definition in the 
literature.  Rather, the participants will be requested to define it in their own terms. 
Significance of the study 
 Evaluations of major humanitarian responses in the early 2000s have resulted in 
the call for a paradigm shift toward local community participation (Ramalingam, Scriven, 
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& Foley, 2011).  The aid beneficiary must be seen as an active participant as opposed to a 
helpless victim.  While this is the ideal for many emergency nutrition organizations, it is 
far from standard practice.  Ramalingam et al. (2011) argued, “aid organizations need to 
consider how to structure themselves better to respond to these developments, which 
means being much better at listening to, learning from, and trusting the recipients of their 
aid” (p. 121). 
There are both short- and long-term consequences of emergency levels of acute 
malnutrition in a community.  In the short-term, an acutely malnourished community is 
an immune-compromised community highly susceptible to the rapid spread of infectious 
disease.  In fact, 61% of childhood diarrheal deaths, 57% of childhood malaria deaths, 
52% of childhood pneumonia deaths, and 45% of childhood measles deaths are attributed 
to acute malnutrition (Caulfied, de Onis, Blossner, & Black, 2004).  Multiple studies have 
demonstrated that at least 25% of children being treated for severe acute malnutrition in 
Sub-Saharan Africa are also infected with HIV (Fergusson & Tomkins, 2009; Thurstans, 
Kerac, Maleta, Banda, & Nesbitt, 2008).  The mortality rate for severely malnourished, 
HIV-infected children is nearly four times higher when compared to malnourished but 
uninfected counterparts (Fergusson & Tomkins, 2009). Because of the complex root 
causes of acute malnutrition, a community’s full recovery from an emergency state is 
rarely expected.  Thus, exit strategies for CMAM programs often are challenging. 
Because of the close link between acute malnutrition and infectious disease, 
emergency nutrition programs often serve as a gateway for humanitarian and 
developmental organizations into a community.  The emergency nutrition worker’s 
conceptualization of the local community in the immediate response period may have 
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lasting effects concerning how humanitarian and developmental aid are delivered to the 
local community well after the nutrition emergency is over.  For example, once the 
infrastructure is developed for an emergency feeding program, programs to address the 
root causes of the emergency may follow.  This could include water and sanitation 
programs such as well or borehole development, food security programs such as fisheries, 
or primary health programs such as immunization strategies. 
 Increasingly, organizations design an exit strategy for emergency CMAM 
programs by integrating the program into the local primary health care structure or 
mobile clinics (McCloskey, 2011).  In the case of Africa, where the majority of nutrition 
emergencies currently exist (FEWSNET, 2012), most of these integrated programs would 
be operated from health centers where nurses often serve as the only health care provider.  
Therefore, the initial design of the short-term emergency program has the potential to 
alter significantly the way in which a local community health nurse practices in the long-
term.  Ensuring that programs appropriate to the local community and culture are 
developed, and therefore, that the transition of the CMAM program from an emergency 
structure to standard care becomes the responsibility of the nursing profession. 
 This study is significant in that it provides insight into beliefs about community 
participation held by ENW.  Such insight allows for the eventual development of a 
community participatory framework and techniques specific to the early stages of an 
emergency nutrition response.  Such a framework could be used to assist organizations 
and the international response in developing new strategies to address the repeated cycle 
of nutritional emergencies. 
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Additionally, this study offers insight into how World Health Organization 
treatment policies such as the CMAM are adapted from the technical protocol into 
culturally appropriate programs.  Damschroder et al. (2009) highlighted the fact that 
interventions that are found to be successful in health service research often do not 
translate into positive patient outcomes across varying contexts.  Implementation 
research, such as this study, forms a basis for understanding how interventions are 
translated successfully across contexts.  This new knowledge can lead to training 
initiatives that are more comprehensive as well as to a better understanding of outcomes 
related to emergency nutrition programs.  
10 
 
Chapter Two: Theoretical Framework and Literature Review 
Introduction 
 Bronfenbrenner’s (1977) social ecology theoretical framework will be used in this 
study to guide the review of the problem and literature, and to frame discussion regarding 
public health nutrition emergencies.  The following section is intended to address the 
social ecological framework and present a review of literature concerning environmental 
influences that might affect community participation during emergency nutrition 
programs.  It is important to note that the majority of humanitarian aid programs in the 
world today are food aid programs (Ramalingam, Scriven, & Foley, 2011).  Thus, 
literature that focuses on humanitarian aid in general is also relevant to discussions of 
emergency nutrition programs.  Likewise, the results of this study will contribute to the 
effectiveness of humanitarian aid work in general.   
Theoretical framework 
 The social underpinnings of humanitarian aid are rooted in how people interpret 
the world around them and the fact that societies are not static—they are fluid, a result of 
how individuals interact with each other and their environment.  To capture this fluidity, 
Bronfenbrenner’s social ecology theoretical framework was used as a guide for the 
literature review and development of the interview guide.  The social ecology theoretical 
framework was developed from psychological and human development perspectives and 
has a number of principles in common with systems theories (Bronfrenrenner, 1977; 
Stokols, 1996).  Since its inception, the social ecology theoretical framework has been 
adapted successfully in a number of fields including health education, nutrition, and 
disaster management (Beaton, 2008; Gregson, 2001; McLeroy, 1988; Stokols, 1996). 
11 
 
 The social ecology theoretical framework is based on the assumption that 
behavior must be understood from a lens that integrates both personal and environmental 
influences (Beaton, 2008).  An environment is considered a nested arrangement of 
systems and structures, which include psychological, organizational, cultural, and 
regulatory points of view (Bronfenbrenner, 1977; Stokols, 1996).  Bronfenbrenner (1977) 
identified four structural levels in an environment.  The microsystem is the relationship 
between a person and his or her immediate physical environment.  The microsystem is 
considered a time sensitive structure within which a person plays a specific role in a 
specific physical location for a specific period of time (Bronfenbrenner, 1977).  The 
mesosystem is created from a compilation of microsystems (Bronfenbrenner, 1977).  The 
exosystem is made up of social systems that do not directly involve the person but have 
significant influence over the person and his or her environment (Bronfenbrenner, 1977).  
National health protocols can be considered an example of this type of system.  Finally, 
the macrosystem encompasses cultural influences such as economic, political, and social 
influences on a person and his or her immediate environment (Bronfenbrenner, 1977). 
 Essential to the social ecology theoretical framework is the idea that the 
boundaries between the microsystems, mesosystems, exosystems, and macrosystems are 
fluid and permeable (Beaton, 2008).  Every level is intertwined and there is 
interdependence among all structural levels (Beaton, 2008; McLeroy, 1988).  There is 
one adaptation of this model to a disaster relief system in the literature; however, it is 
focused on the United States disaster relief system (Beaton, 2008).  The United States 
adaptation does not translate well to the international emergency nutrition environment 
because of significant differences in infrastructure quality, response structures, and 
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funding channels.  However, there are two key assumptions from the United States 
adaptation that must be transferred to an international nutrition adaptation of this model.  
First, is the recognition that interactions are strongest between the closest nested levels.  
Second, is the recognition that the effectiveness of an emergency response depends 
disproportionally on the weakest level of the environment (Beaton, 2008).  These 
assumptions were addressed during the development of the social ecology model for 
emergency nutrition, which took into consideration international components that are not 
addressed in the United States model. 
 Social ecology model for emergency nutrition.  Figure 1 is the researcher’s 
adaptation of Bronfenbrenner’s social ecology model to fit an emergency nutrition 
environment with the ENW at the heart of the system.  The purpose of this adapted model 
was to guide the literature review and development of semi-structured interviews for the 
study in order to describe the experience and social influences of ENWs regarding the 
definition of community and the utilization of community participation in program 
assessment, design, and implementation following declaration of a nutrition emergency. 
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Figure 1. The social ecology model for emergency nutrition 
At the microsystem level are the physical environment and the people with whom 
the ENW interacts on a daily basis during the acute phase of the emergency.  Per the 
CMAM protocol, the ENW should be working with any available health structures for 
delivery of services.  In addition, the health structures and community-based 
organizations (CBOs) are utilized to identify cases of acute malnutrition in the 
community (Collins, 2007).  The affected community is central to this system as both the 
entity receiving the emergency services and as a possible source for referrals to the 
program. 
 As a collection of microsystems, during a nutrition emergency, the mesosystem 
includes multiple branches of local and state governments, various NGOs, and the 
city/village infrastructure.  It is rare that a nutrition emergency occurs in isolation from 
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other emergencies, such as disease outbreaks.  As a result, there are often multiple NGOs 
and multiple branches of government interacting during any given emergency.  The 
city/village infrastructure also has major implications on the mesosystem, specifically 
within logistical considerations.  Finally, the ability to obtain food and household items 
from a local market (called market access in the model) in a location also plays an 
important role in the type of emergency programming that is implemented.  Areas with 
strong market access can be considered for voucher and cash transfer programs as an 
alternative to food aid. 
 The exosystem provides guidance to the emergency nutrition worker concerning 
what types of assessments to undertake, timelines for program developments, and 
technical guidelines for program implementation.  In addition, financial support to the 
program can provided through private NGO funds. 
 Finally, the macrosystem significantly influences the culture of emergency 
nutrition.  If there is a particular type of program that private foundations or government 
donor agencies are willing to fund during nutrition emergencies, those priorities will 
influence the microsystem.  The United Nations headquarters and academic institutions 
have significant influence over what evidence-based care is promoted as ideal for 
emergency nutrition programming.  The World Health Organization develops standard 
guidelines and protocols that are expected to be followed for program implementation.  
Patents on nutrition products by private corporations influence the ability to develop local 
solutions for acute malnutrition. 
 Case example: The social ecology model as applied to acute malnutrition in 
Sub-Saharan Africa.  The following case study is intended to show how the social 
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ecology model can be operationalized to understand how local communities are utilized 
in emergency nutrition program planning.  It also is intended to demonstrate why it is 
essential that all levels of social ecology are examined in order to understand the support 
and barriers ENWs face when working with local communities.  The case study comes 
from the researcher’s work as an emergency nutrition worker in Sub-Saharan Africa. 
In January 2005, nine months of drought followed by a week of severe rain 
resulted in flash floods in one district.  The floods destroyed any household food security 
that had been maintained through the drought and as a result, UNICEF and the national 
government requested an NGO to provide an emergency nutrition response in the district, 
including a refugee camp located on its edge.  Two emergency nutrition responses were 
launched: one for the refugee community and one for the host community. 
 The microsystem for the host community response consisted of one ENW, the 
district hospital, and key community leaders from the main village.  The NGO’s plan was 
to operate a CMAM program, which had recently been approved by the World Health 
Organization.  While the NGO’s response was intended to reach multiple villages in the 
district, it could only reach one village in the response planning because the other villages 
were only accessible by helicopter during the planning period.  Other NGOs responding 
at the same time provided details about the other villages because they were also 
responding to a Rift Valley Fever (RFV) outbreak1 (mesosystem coordination).  The type 
of program proposed from the microsystem was a combined CMAM program with an 
education strategy in place for the local hospital to eventually take over the inpatient 
                                                 
1 RVF is a viral zoonosis that primarily infects animals but can infect humans through direct or indirect 
contact with the blood or organs of infected animals or through the bite of infected mosquitos.  In its 
mildest form, RVF causes flu-like symptoms.  In its most severe form, RVF can result in ocular disease 
(0.5-2% of patients), meningeocephalitis (less than 1% of patients), or hemorrhagic fever (less than 1% of 
patients; WHO, 2010).  
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management of the acute malnutrition.  This proposal initially encountered resistance 
from the national government (exosystem) because the CMAM program had only 
recently been endorsed by the World Health Organization (i.e., macrosystem) and the 
national guidelines (i.e., exosystem) for child survival did not reflect the change in its 
strategy.  Negotiations between the national level United Nations Children’s Fund 
(UNICEF) offices and the national level Ministry of Health (i.e., exosystem) eventually 
led to approval for implementation of the CMAM program strategy within the 
microsystem. 
At the NGO headquarters, the leadership and multiple government donors 
discussed the response.  A bilateral government donor was interested in funding the 
emergency CMAM program for 12 months, but was not interested in the education 
strategy because it was not considered an emergency response by the donor agency.  
Thus, the institutions within the macrosystem were dictating the type and duration of 
program that could be implemented, despite differing recommendations from the 
microsystem and exosystems.  Ultimately, the program designed by the microsystem was 
fully implemented with a combination of funding from both an international donor and 
the national level UNICEF office. 
 Simultaneously, the ENW was involved in the program planning for the refugee 
camp.  Refugee camps are run by the United Nations High Commission for Refugees 
(UNHCR), not by the local government.  Consequently, this greatly altered the 
implementation environment around the nutrition emergency.  At the microsystem level, 
the emergency nutrition program was planned with representatives from pre-designated 
community groups, representatives from two other NGOs who were currently running 
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health and nutrition programs in the camp, and representatives from UNHCR.  Gaps that 
could be filled by the emergency nutrition NGO were decided upon after strengths and 
weaknesses in the existing nutrition program were identified.  Once all parties agreed at 
the microlevel, the proposal was presented to the National Level of UNHCR and to the 
headquarters of the NGO.  As all parties agreed regarding activities, timelines, and 
financial costs, UNHCR was able to channel funding from the camp to the emergency 
nutrition NGO so that activities could begin.  The decrease in bureaucracy at the refugee 
camp resulted in the programs starting almost three weeks sooner than the programs in 
the host community program. 
 This case study is presented to provide a picture of the complexity of emergency 
nutrition program planning, the interconnectedness of the layers within the environment, 
and the fluidity of the layers.  In the refugee camp, there was almost no differentiation 
between the microlevel and mesolevel.  As a result, coordination was stronger and the 
program was adapted easily based on the microsystem recommendations.  In the host 
community interventions, the influences of the exosystem and macrosystem posed 
significant challenges to the implementation of the emergency nutrition program as 
planned at the microsystem level.  When communication between the levels of the social 
ecology model is streamlined, it is likely that a more contextually and culturally 
appropriate program will be implemented with improved coverage and outcomes.  Thus, 
to understand how local communities are utilized in emergency nutrition program 
planning, it is essential that all levels of social ecology model are examined.   
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The Review of Literature 
The social ecology model was utilized to guide the review of literature.  The 
literature review is focused on how the different systems described in the model intersect 
during emergency nutrition programs.  The literature review highlights different 
environmental and social influences that may affect the way in which an ENW defines 
and utilizes local communities in the development and implementation of emergency 
nutrition programs. 
Emergency nutrition programs: An intersection of macrolevel systems 
The decision of whom should receive emergency interventions, the quantities to 
be delivered, and the method of delivery are largely decided by western governments and 
humanitarian aid organizations.  These decisions are made based on international 
standards, assuming that the needs of a malnourished child in Bangladesh are the same as 
the malnourished child in The Democratic Republic of Congo.  There is an increasing 
trend to develop a universal standard of programming to streamline emergency nutrition 
response (United Nations Systems Standing Committee on Nutrition [UNSCN], 2011).  
NGOs give ENWs the responsibility to ensure that the programs they run meet 
international standards while at the same time ensuring that the universalization of 
disaster response policies and protocols does not eliminate differences in culture, 
infrastructure, and context from program design.  Historically, emergency nutrition 
policies and protocols that are not community-focused have consistently poor outcomes 
(Briend, & Collins, 2010).  Hospital-based management of acute malnutrition routinely 
saw case fatality rates of 20-30% and poor overall program coverage (Briend & Collins, 
2010).  However, when the community is engaged in program-designed community-
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based emergency nutrition programs, these programs have a mortality rate as low as 4.3% 
and program coverage rates as high as 73% (Collins, Sadler, Dent, Khara, Guerrero, 
Myatt, Soboya, & Welsh, 2005).  The difference in the morality rates is partially 
attributed to early access to treatment through the CMAM approach.  With the traditional 
hospital based approached, children were not brought in for treatment until they had 
multiple medical complications in addition to malnutrition.  Thus, the CMAM approach 
has shown to have better outcomes than the hospital based approach and it is important to 
explore the influences of all system levels concerning how ENWs adapt global polices 
into community-centered programs.  Adaptation of global polices into culturally and 
contextually appropriate community-based programs is a result of an intersection of 
macrosystems, mesosystems, exosystems, and microsystems.  The institutions that make 
up these systems and their roles in emergency nutrition programs are discussed, starting 
with the macrosystem and moving to the microsystem. 
Macrosystem institutions: Defining the scope of work.  International standards 
for defining malnutrition, declaring nutrition emergencies, and developing emergency 
nutrition program protocol are shaped by institutions at the macrolevel of the social 
ecology model.  These institutions include headquarters of the technical branches of the 
United Nations, academic institutes, and privatized corporations.  International 
government donors and private foundations shape how these standards are implemented 
by determining what aspects they are interested in backing financially.  To help 
understand how the macrosystem influences the microsystem during nutrition 
emergencies, the current international standards and funding priorities will be outlined. 
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Macrosystem institutions: Defining acute malnutrition and nutrition 
emergencies.  Acute malnutrition in children under five years old traditionally is 
determined by anthropometric measurements of weight for height based on the National 
Center for Health Statistics (NCHS)/World Health Organization (WHO) international 
growth reference (Onis, Onyango, Borghi, Garza, & Yang, 2006).  Weight provides a 
strong indicator of recent food adequacy, whereas height provides a measurement for 
long-term nutritional adequacy.  Anthropometric measurements for the inclusion criteria 
in CMAM programming are accomplished through weight for height percentages and 
mid-upper arm circumference (MUAC), not Z-score or Body Mass Index (BMI).  Thus, 
for the purpose of this discussion, anthropometric measurements will be discussed in 
relation to percentages and MUAC measurements. 
In 1997, The Sphere Project developed guidelines that stated a child is severely 
malnourished with immediate risk of mortality if his or her weight compared to height 
was less than 70% based on the NCHS/WHO standard.  A child is considered moderately 
malnourished, with increased risk of mortality, if his or her weight compared to height is 
less than 80% (Sphere Project, 2003).  Severe malnutrition also is defined as a child with 
nutrition-related bilateral pitting edema of the extremities.  Therefore, by traditional 
definition, a child is acutely malnourished if his or her weight compared to height is less 
than 80% or if the child has bilateral pitting edema. 
 This seemingly straightforward definition of acute malnutrition was challenged in 
the mid-2000s with the release of the new WHO growth standards and with the 
development of standards for determining acute malnutrition using a child’s MUAC.  The 
new WHO growth standards identified similar numbers of moderately malnourished 
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children when compared with the NCHS/WHO growth standards but doubled the number 
of children diagnosed with severe malnutrition (Onis, Onyang, Burghi, Garza, & Yang, 
2006).  Thus, the traditionally accepted definition of malnutrition based on the NCHS 
standards was rejected and the nature of how a child is diagnosed as malnourished was 
altered. 
 During the development of the new WHO growth standards, the feasibility of 
using weight for height methodology to detect malnutrition away from the health care 
setting came into question (Myatt, Khara, & Collins, 2006).  Screening tools for the 
MUAC were developed and endorsed by the World Health Organization in March, 2006 
(Myatt, Khara, & Collins, 2006).  MUAC screening not only had a higher predictive 
power for mortality than weight for height, but it was found that MUAC was more 
inclusive in the identification of malnourished children.  An estimated 37% of children at 
risk for mortality because of malnutrition were not identified through the weight for 
height definition alone (Myatt, Khara, & Collins, 2006). 
 The WHO growth standards and MUAC measurement are now considered the 
standards for the identification of acute malnutrition.  The use of these standards over the 
WHO/NCHS standards allow for a more inclusive anthropometric definition of acute 
malnutrition.  Today, when ENW are designing program responses, they are targeting a 
much larger percentage of the population than a decade before. 
 Other examples of macrosystem level international standards that affect work to 
contain malnutrition include population-based measures of acute malnutrition.  To 
provide populations in greatest need for long-term access to treatment for acute 
malnutrition, nutrition emergencies are declared when the global acute malnutrition 
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(GAM) rate exceeds 15% or when the severe acute malnutrition (SAM) rate exceeds 4% 
(Sphere, 2003).  This threshold has proven problematic in many ways.  First, many 
communities have had consistent GAM rates above 25% for over a decade (NIPHORN, 
2007).  The line between the “normal” emergency state and a “true” emergency state in 
these communities is ambiguous.  As a result, declarations of nutrition emergencies are 
often delayed in regions with chronically high levels of acute malnutrition (Eriksson, 
2007). 
 Likewise, the GAM threshold for an emergency of 15% excludes many urban 
areas because of the high population numbers and varying classes found in urban settings.  
For example, even if the GAM rate for Nairobi, Kenya’s 2.2 million residents is 2%, 
there are still approximately 8,500 acutely malnourished children2.  Policies for 
declaration of emergencies in chronic locations and in urban settings are not available.  
This is extremely problematic as it is very difficult to receive funding for an emergency 
nutrition program if an emergency is not declared officially. 
 Macrosystem Institutions: Funding priorities.  In a systematic review of why a 
region of Northeastern, Kenya reached a pre-famine state during the Horn of Africa 
drought in 2005/2006 despite the implementation of multiple early warning systems, it 
was concluded that the early warning systems worked exactly as planned, but elicited no 
response from the government or international donors until a crisis state had been reached 
(Grobler-Tanner, 2006).  It was noted that the progressive deterioration of the 
pastoralists’ livelihoods was well documented through the early warning programs and a 
warning of pre-famine conditions was declared in early November, 2005.  Despite this, 
                                                 
2 Standard estimates for the number of acutely malnourished children are as follows: Total population 
multiplied by the percentage of the population under five years of age (standard estimates are 20%)  
multiplied by the GAM rate (WHO & UNICEF, 2009).  Thus, 2,200,000*0.20*0.02 = 8500. 
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the crisis was not recognized by the Kenyan government until the last week of December, 
2005, and international donor funding for emergency programs was not made available 
until March, 2006 (Grobler-Tanner, 2006).  This situation highlights a missing link in the 
emergency response as noted by numerous humanitarian workers in the field—early 
warning systems, disaster preparedness, community participation, and innovative 
program designs are only effective if funding channels are in place to trigger immediate 
funding before critical levels are reached (Ramalingam, Scriven, & Foley, 2011).  It is 
believed that even if community participation is valued within the microsystem, it will be 
a wasted effort if funding mechanisms do not support innovative programming 
Macrosystem Institutions: Emergency nutrition program protocols.  The 
treatment of acute malnutrition, specifically severe acute malnutrition, has seen 
significant advances over the past decade.  The development of ready to use therapeutic 
foods (RUTF) in the 1990s resulted in a transition of care from the hospital to the home 
for acutely malnourished children (Collins, 2007).  The community-based therapeutic 
care (CTC) model was developed by a private corporation, Valid International, and it has 
now gained international popularity, and World Health Organization approval, as the 
CMAM approach (Bhutta, Z., et al., 2008).  The four key parts to the program are an 
inpatient stabilization center (SC) for children who have acute malnutrition with medical 
complications, the outpatient therapeutic program (OTP) for children with severe 
malnutrition but no medical complications, the supplementary feeding center (SFC) for 
children with moderate malnutrition, and a community mobilization initiative (Collins, 
2001). 
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The CMAM approach addresses many of the limitations of the traditional 
inpatient model.  Decentralized care translates into easier access to care and early 
presentation of acute malnutrition.  The coverage rates of the programs are improved 
dramatically and the case fatality rates are usually less than 5% (Collins, 2007).  The 
objective of CMAM is to address acute malnutrition in both acute emergency and chronic 
emergency settings (Collins, S., et al, 2005). 
 While the CMAM approach is a step in the right direction for community 
participation in nutrition emergencies, it fails to describe to whom the “community” 
aspect of the program refers outside of space and time.  The CMAM protocols of both 
Valid International and the World Health Organization strongly emphasize the 
importance of community mobilization (Valid International, 2006; World Health 
Organization, 2008).  The protocols provide in-depth instruction regarding how to raise 
awareness for the program and how to engage the community in the program.  
Communities are described by the protocols in terms of geographical boundaries.  They 
fail to recognize the importance of seeing a community as a social unit. 
 The intersection of macrosystem institutions and ENW: A summary.  Protocol 
and policy changes by macrosystem institutions since the inception of CMAM 
programming have altered the ways in which ENW design, implement, and evaluate 
programs.  ENW are now designing community-based programs instead of hospital-
based programs.  The number of eligible beneficiaries has increased because of the 
change from NCHS to WHO growth standards and the introduction of MUAC as a 
diagnostic tool for acute malnutrition.  ENW are restrained by definitions of emergency 
determined by the macrosystem level and by funding policies that do not correlate with 
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expressed needs of the community.  The macrosystem’s influence is felt at all levels of 
the social ecology model. 
The roles of exosystem external actors 
 The cultures, mandates, and capacity of exosystem institutions are supremely 
important when discussing the intersection of social ecology systems for ENW.  These 
institutions, such as international NGOs and national governments, determine whether to 
adopt international guidelines.  They determine what products their programs will use 
and which funding mechanisms best match their program needs.  The macrosystem 
depends on the exosystem to implement CMAM programs as designed. 
Exosystem Institutions:  International NGOs.  A common mistake that is made 
in the critique of humanitarian aid is the assumption that there is a universal culture that 
can be ascribed to all organizations that respond to a specific emergency.  The physical 
environment in which NGOs respond to nutrition emergencies is the same.  However, the 
ways in which the organizations interpret the humanitarian needs stemming from the 
environment and the subsequent program designs vary greatly.  Further exploration is 
needed to determine if and how these cultural differences filter down to ENW when they 
are determining how local communities participate in program assessments, designs, and 
implementation. 
The cultural differences between NGOs are significant because ENW often 
choose to work for a specific organization based on shared values.  While there is a 
dearth of knowledge about how personal and professional beliefs influence individual aid 
workers, studies have focused on the culture and mandate of humanitarian organizations. 
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A comparison of American and French NGO’s highlights these differences.  
Barnett (2010) described an “alchemic,” or all-encompassing, approach to humanitarian 
aid, which largely dominates the culture behind American humanitarian aid 
organizations.  The American alchemic culture focuses on social welfare through a 
spectrum of programs from emergency to development (Barnett, 2010).  An alchemic 
culture in a NGO is one that prioritizes not only being a first responder to emergencies 
but also focuses on rehabilitation and development projects once the emergency has 
passed.  Fox (1995) contrasted the American culture of NGOs against the French culture 
by indicating that American organizations have a stronger commitment to sustainable 
rehabilitation through community-focused programs that utilize local medical 
organizations and staff and programs that have a strong emphasis on training. 
In contrast, the majority of French NGOs are based on a “Sans Frontiéres” or 
“Without Borders” culture.  Core to the culture of Sans Frontiéres is the value that when 
atrocities are witnessed during medical emergencies, it is their duty to draw international 
attention to the issues.  Thus, advocacy plays a large role in the San Frontiers culture.  
The culture is based on the principals of neutrality, independence (including financial 
independence), lack of involvement in internal state affairs, medical ethics, and 
volunteerism (Barnett, 2010).  These principals work better for a short-term emergency 
response program rather than the mid- to long-term, community-focused programs that 
are implemented by American NGOs. 
National origination aside, cultural differences between secular and faith-based 
organizations also must be considered.  Even within faith-based organizations, it has been 
argued that there are significant differences between Christian organizations and Islamic 
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organizations (Benedetti, 2006).  For example, many Christian organizations have 
historical roots in the provision of long-term health care with emergency scale-up as 
necessary (Ferris, 2011).  Muslim organizations have largely focused on acute relief, 
specifically, food aid and clean water.  There is also a component reflecting that the 
prophet Mohammed was himself a refugee (Ferris, 2011).  The influence religious beliefs 
have over how faith-based organizations prioritize and respond to emergencies needs 
further research. 
There are clear organizational cultural differences among NGOs.  Further 
exploration is needed to determine if and how these cultural differences filter down to 
ENW when they are determining how local communities can participate in program 
assessments, designs, and implementation. 
 Exosystem institutions:  NGO consortiums.  NGO consortiums represent another 
way in which intercultural contact is beginning to streamline emergency nutrition 
program.  Despite widely differing cultural backgrounds, the need for knowledge sharing 
is recognized by NGOs.  Formalized knowledge sharing forums have been developed in 
the form of NGO consortiums.  Emergency nutrition consortiums include the Emergency 
Nutrition Network and One Response.  These consortiums cover a variety of technical 
sectors from logistics to emergency nutrition (One Response, 2012).  While each 
consortium is different in its mandate, in general, the consortium’s objective is to 
increase the professionalization of humanitarian aid through research, journal publication, 
newsletters, and training.  It is through these consortiums that success and failure in 
innovative programming can be shared between organizations (Ramalingam, Scriven, & 
Foley, 2011).  It is not clear in the literature how the information shared by these 
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consortiums informs the microsystem during program development and how ENW 
experiences within the microsystem inform the technical priorities of the consortiums. 
 Exosystem Institutions:  Country coordination.  NGO cultural differences 
influence how humanitarian needs are perceived by ENW but the national government of 
the host country has significant influence over how emergency nutrition programs are 
managed.  Most national level coordination during an emergency is a cooperative effort 
between the host country’s government and the relevant UN agency (UNOCHA, 2012).  
It is here where gaps are identified and requests for humanitarian support are made.  The 
final decision concerning whether to grant humanitarian access into a county for ENW 
lies with the national government.  If, at any time, the national government believes that 
an NGO is not following the role envisioned for them, the government can ask the NGO 
to leave the country. 
 Many countries with recurrent nutrition emergencies have national guidelines in 
place to manage a nutrition emergency3.  The national government has the right to 
require ENWs to follow the national guidelines even if alternative strategies have shown 
success in other countries.  It is often the role of the UN national office to help negotiate 
the differences between national guidelines and innovative approaches that are being 
promoted by humanitarian aid organizations.  The move from inpatient to outpatient 
treatment of acute malnutrition is a prime example of these negotiations from 2005-2007, 
before the CMAM protocol officially was adapted by the World Health Organization.  
Thus, even if ENW are able to identify an innovative approach though community 
                                                 
3 Four of the top ten countries with the highest rates of Global Acute Malnutrition in the world currently 
have protocols for the management of acute malnutrition.  All four of these national guidelines contain 
community-based programming recommendations.  (Ethiopia Federal Ministry of Health, 2007; People’s 
Republic of Bangladesh, 2008; République du Niger, 2009; Republic of Yemen—Ministry of Public Health 
and Population, 2008).  
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participation, this does not mean that it will be viewed by the national government as an 
acceptable approach. 
 Exosystem organizational culture intersections: A summary.  Once a protocol 
is accepted by macrosystem institutions, the lens through which an NGO views the 
protocol can dramatically influence the way it is implemented by ENW.  For example, if 
a French  NGO and an American NGO respond to a nutrition emergency in the same 
location both organizations would likely use the WHO guidelines for the CMAM 
approach.  However, the way in which the CMAM approach is implemented may vary 
greatly between the organizations.  The French NGO may focus on developing temporary 
structures to save lives in the short-term, while drawing attention to the root causes of the 
nutrition emergency.  Alternatively, the American NGO may develop a CMAM program 
that focuses on training local health staff with the objective that the CMAM program be 
integrated into the primary health structure once the emergency is over.  Both of these 
strategies must be supported by the national government in the host country.  The 
organizational cultures of the institutions within the exosystem may have significant 
influence over how the emergency nutrition worker perceives the community’s needs and 
envisions an appropriate response. 
The mesosystem and microsystem environment of emergency nutrition workers 
ENWs are responsible for ensuring that the programs they manage meet 
international standards while at the same time ensuring that the universalization of 
disaster response policies and protocols does not eliminate differences in culture, 
infrastructure, and context from program design.  Mesosystem influences on how the 
emergency nutrition worker adapts protocols include city and village infrastructure, 
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market access, and local government officials.  Microsystem influences include the 
emergency nutrition worker, the affected community, community-based organizations 
(CBOs), and local health structures.  It is essential that the ENW is able to recognize the 
role he/she plays at the microsystem level and how his/her daily interactions influence 
their program design. 
 Microsystem environment:  Emergency nutrition worker.  An emergency 
nutrition worker can be a nurse, nutritionist, or a medical doctor.  Possible responsibilities 
of this role can include management of the emergency nutrition response team, technical 
program support, monitoring of nutrition projects, donor reporting, representation of the 
organization in technical and coordination meetings, and coordination with other sector 
projects (e.g. water and sanitation or food security; Action Against Hunger, 2012).  
However, a debate continues about how NGO personnel, including nurses and ENW, can 
be utilized without overwhelming an affected country’s existing health structure and 
while maintaining respect for the local community and their culture.  It is generally 
agreed that NGO personnel should not be brought into countries merely to fill a gap in 
the human resource structure (Laleman, Kegals, Marcahl, Van der Roost, Bogaert, & 
Damme, 2007).  Roles that are considered important for the international community 
include addressing short-term health projects and emergency responses, provision of 
advanced education to the local medical personnel, and provision of healthcare to remote 
villages or villages in turmoil that government health workers cannot access for political 
reasons (Laleman, Kegals, Marcahl, Van der Roost, Bogaert, & Damme, 2007). 
ENW need to be cognizant of the inherent power that goes hand-in-hand with 
their role of short-term programming and emergency response.  ENWs act as 
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intermediaries between the communities they are providing services for and the 
international community who develops best practice protocols.  They translate the 
international protocols into a vernacular that considers local cultures and community 
structures (Engle-Merry, 2006).  In addition, they take local stories and translate them 
into international language in order to lend a voice to what is often a silent emergency.  
Therefore, eliciting the lens through which they view the community is essential. 
In translating international protocols into a community and culturally appropriate 
vernacular, there is a very fine line between developing culturally appropriate 
programming versus programming that exacerbates pre-existent forms of discrimination, 
specifically gender bias.  The report, “The Challenge of Hunger, 2007” warns that 
discrimination against women can lead to an exacerbation of malnutrition in the long-
term (International Food Policy Research Institute, 2007).  ENW do not respond to 
nutrition emergencies with the intent to further the oppression of vulnerable members of 
communities.  However, when attempting to translate international policies into a local 
vernacular, ENW may fail to recognize actions or structures that further the oppression of 
those they are trying to help (Narayan, 1992). 
The roles that ENW play as intermediaries also have the potential for both 
positive and negative outcomes depending on the execution.  While there are very 
specific guidelines for the medical treatment of severe acute malnutrition, similar 
technical guidelines for general food distribution, cash transfers, and moderate acute 
malnutrition do not exist in the literature.  Likewise, there is no literature that is an 
exploration of how ENW define the community structure they are working within or 
what tools they utilize to adapt international guidelines into culturally appropriate 
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interventions.  There is a lack of understanding concerning what personal and 
professional beliefs and structures influence how an emergency nutrition worker 
interprets his or her environment when developing assessment and implementation 
strategies.  A failure to adapt these strategies into culturally relevant programs not only 
increases the risk of poor outcomes for the nutrition program but it can also serve to 
reinforce structural oppression of the most vulnerable members of the local community. 
 Microsystem environment:  Community-based organizations.  There is an 
increasing trend in humanitarian aid for international NGOs to collaborate with CBOs for 
program implementation.  While CBOs are given a certain amount of flexibility in 
program implementation during the recovery and development stages of emergency 
response, they are not given the same flexibility by international organizations during the 
acute phase of the response (Ramalingam, Scriven, & Foley, 2011).  Once an emergency 
is declared, retrospective analysis of emergency response programs have shown that 
international NGOs tend to utilize CBOs as a means of implementation as opposed to 
collaborators in program development (Ramalingam, Scriven, & Foley, 2011).  Further 
research is needed to identify how CBOs can be used as partners in establishing the 
process of emergency nutrition programming in the acute phase. 
 Microsystem environment:  Local infrastructure.  Nutritional emergencies are a 
symptom of both physical and social infrastructure challenges within microsystems and 
mesosystems.  These challenges often result in a consistent need for emergency health 
and nutrition interventions by international NGOs (Collins, 2001).  In fact, most deaths 
because of malnutrition do not occur as a result of high profile emergencies, they occur 
among the most destitute populations of relatively stable low income countries (Gross & 
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Webb, 2006; Sheeran, 2008).  This means that many NGOs have at least a form of an 
emergency nutrition program in place when an acute crisis arises.  As a result, ENW 
often have pre-existing knowledge and contacts with local community groups, 
government officials, and other NGOs when a nutrition emergency is declared and 
program scale-up is required.  What is not clear is how or if ENW utilize this pre-existing 
knowledge and social networks to encourage community participation and develop 
community- and culturally-appropriate responses. 
 Microsystem Environment:  Communities affected by emergency.  Who is the 
community during a nutrition emergency?  The answer to this simple question is elusive.  
Guidelines for emergency nutrition programs define the community in terms of space and 
time (WHO, 2008).  A community is a geographic location that currently has emergency 
levels of acute malnutrition.  Thus, one would assume that everyone in that geographic 
space would be the community.  However, emergency feeding programs target women 
and children.  Should women and children be considered the community during nutrition 
emergencies?  There have been studies that have had success with children providing 
input into the program design (Tayser, 2006).  However, the level of success a program 
can have without engaging local leaders is questionable.  Accordingly, they should be 
included as well. 
 Emergency nutrition programs are considered leaders in community-based 
disaster response programs because of the development and acceptance of the CMAM 
program.  However, it is not clear to whom this program is referring.  Appreciative 
inquiry and participatory action research have shown great success in program 
development in community change initiatives and community health nursing programs 
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(Finegold, Holland, Linghorn, 2002; Lind & Smith, 2008).  However, for these strategies 
to be effective in an emergency nutrition environment, it must be clear to whom the term 
community is referring. 
Summary of the review of literature 
Critiques of humanitarian aid, specifically after the 2004 Tsunami, call for a 
paradigm shift from top-down relief to community participation in all aspects of program 
design and implementation.  As a result, strategies such as appreciative inquiry and 
participatory action research are gaining popularity within humanitarian aid.  However, 
before this paradigm shift can occur there needs to be a better understanding of the 
relationship between the emergency nutrition program worker and the community.  
Specifically, the experience of the emergency nutrition program worker with community 
participation needs to be described.  There needs to be an understanding of what the term 
community means during a nutrition emergency.  The beliefs of the emergency nutrition 
program worker about community participation need to be explored.  One way to 
understand these beliefs is to elucidate the way in which the emergency nutrition worker 
is influenced by his or her complex social environment.  
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Chapter Three: Research Design and Methods 
Design 
 There is a lack of understanding concerning what personal and professional 
beliefs and structures influence how ENW interpret their environment and define the 
community structure they were working within when developing assessment and 
implementation strategies.  The absence of this knowledge required a study design that 
would illuminate the experience of the emergency nutrition worker.  Therefore, a cross-
sectional, qualitative descriptive design was utilized to achieve the purpose of this study. 
 A cross-sectional qualitative descriptive design should be utilized when the 
phenomenon of interest is not understood (Sandelowski, 2000).  Based on the tenets of 
naturalistic inquiry, a qualitative descriptive study design should utilize low inference 
interpretation in order to stay close to the words of the study participants (Sandelowski, 
2000).  Qualitative descriptive methodology was an appropriate method for this study as 
this study is intended to provide a rich description of how ENW utilize local 
communities.  The objective is not for an outcome of theory development or 
interpretative analysis as seen in other qualitative analysis traditions.  Qualitative 
descriptive methodology allowed for more prescriptive data collection with a focus on 
areas that are poorly understood (Sullivan-Bolyai, Bova, & Harper, 2005).  Most 
importantly, the results of a qualitative analysis study allowed for a clear description of 
the participants’ experiences, which has the potential to translate directly into 
improvements in the delivery of emergency nutrition programs (Sullivan-Bolyai, Bova, & 
Harper, 2005). 
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Setting 
 The setting in which emergency nutrition workers operates is vast and ever 
changing.  For the purposes of this study, it was impossible to identify a single study 
location that would allow for a comprehensive exploration of the transnational 
phenomenon.  Therefore, this study utilized the concept of a deterritorialized setting 
(Engle-Merry, 2006).  A deterritorialized setting was conceptualized as a “disembodied 
space of social life, one that exists in various spaces but is not grounded in anyone of 
them” (Engle-Merry, 2006, p. 29).  The use of a deterritorialized setting allowed for the 
study of a social world with diverse physical locations yet similar language, processes, 
and goals.  Thus, for the purposes of this study, the setting was not a specific geographic 
location.  Rather, the setting was considered the social world in which emergency 
nutrition workers worked and lived.  The use of a deterritorialized setting added to the 
strength of this study as it allowed for greater variance among study participants and such 
variation lead to a more comprehensive description of the concept.  To allow for the 
greatest variation in study participants, interviews took place with the use of voice over 
Internet provider (VOIP) technology.  The interviewer was located in the United States 
while study participants were located in twelve different countries. 
Sample 
 Maximum variation, purposeful sampling was utilized for this study.  Purposeful 
sampling allowed the participants to be selected based on their experience with 
emergency nutrition programs (Streubert-Speziale & Carpenter, 2003).  Maximum 
variation allowed for the exploration of various perspectives and backgrounds on a case-
by-case basis while simultaneously highlighting common perceptions and themes (Patton, 
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1990).  The technique ensured that any common themes that emerged during analysis 
captured the core experience of the emergency nutrition workers despite variation in the 
participants’ personal and professional backgrounds (Patton, 1990). 
The number of participants was not predetermined.  Rather, participants were 
enrolled in the study until saturation was reached.  Saturation was reached when no new 
themes were identified in the interviews (Streubert-Speziale & Carpenter, 2003).  
Participants were considered eligible for the study if they were conversational in English, 
had been employed by an International NGO to establish or expand a CMAM emergency 
nutrition program in the previous twelve months, and had access to Voice over Internet 
protocol (VOIP) technology.  It was difficult to determine exactly how many 
professionals were employed as ENW in the previous twelve months.  However, one 
Internet site that posted jobs for ENW showed recruitment possibilities in nineteen 
different countries at the time of recruitment (Reliefweb, 2012).  Considering the fact that 
multiple NGOs provide programming when a nutrition emergency occurs, the number of 
ENWs employed in the previous twelve months was not be a concern for recruitment.  
Twelve months was a realistic time frame as there were two regions experiencing 
nutrition emergencies—the Horn of Africa in 2011 and the Sahel region of West Africa 
in 2012 (FEWSNET, 2012).  The requirement to be fluent in English was not a 
significant limitation to the study because most NGOs utilized the English language for 
operations.  VOIP technology was a reasonable requirement as it was the primary form of 
communication between NGO headquarters and field bases.  The only exclusion criterion 
was that the participant’s country of residence and/or country of birth could not be the 
same as the country in which the nutrition emergency response occurred.  For example, if 
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a Kenyan nurse responded to a nutrition emergency in the Democratic Republic of 
Congo, he or she was considered eligible for the study.  However, if the same Kenyan 
nurse responded to a nutrition emergency within Kenya, he or she was not considered 
eligible for the study.  The purpose of this criterion was to ensure that participants did not 
have intimate knowledge of a community prior to their arrival for an emergency criteria.  
This is criterion is also how many NGOs differentiate between local and expatriate staff.   
Per the social ecology model, it was assumed that there was a sense of shared 
values between ENW and the organizations for which they work.  Thus, the variation 
sampling for this study was focused on recruitment from organization headquarters 
instead of a focus on the demographic differences of the emergency aid workers 
themselves.  The study is intended to recruit participants who worked for organizations 
where the headquarters originated from at least three different continents.  For example, 
one participant could be from an organization headquartered in France, another from an 
organization headquartered in New York, and a third from an organization headquartered 
in Tokyo.  In addition, the study was intended to recruit participants from at least one 
non-faith based organization, one Christian faith-based organization, and one non-
Christian faith-based organization.  Recruitment was not limited to the minimum 
numbers listed above.  When ENWs from other organizational headquarters were 
recruited and they met the inclusion criteria, they were also included in the sample. 
While the personal demographic information was not included for sampling 
purposes, the demographic differences of the participants was discussed as part of the 
results and analysis.  Variation in educational background, job title, years of experience, 
country of origin, and employment history are considered important demographic 
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elements, which were considered during analysis.  The perspectives of people who were 
currently responding to an emergency versus those who had returned from their 
assignment were considered during the analysis of the interviews. 
Data collection procedures 
Recruitment.  Recruitment, data collection, and data analysis were simultaneous 
processes.  Given the deterritorialized setting of this study, all participants were recruited 
via the Internet.  Internet recruitment for participants in qualitative studies posed unique 
strengths and weaknesses to the study design.  Hamilton and Brown (2006) noted that the 
advantages of Internet recruitment included the ability to reach well-defined populations, 
an increase is geographic diversity, possible removal of “gatekeepers” to the participant 
populations, and the ability to allow participants to opt-in to the study.  These factors lent 
to an increase in the appropriateness and adequacy of the sample population. 
One major concern for Internet recruitment was the possibility of data fraud on 
behalf of the participants (Hamilton & Brown, 2006).  While data fraud could occur 
during in-person interviews, there were concerns that the possibility for anonymity with 
online recruitment could have increased the chance of occurrence.  Ways in which data 
fraud was addressed included testing the knowledge of substantive areas to identify 
authenticity and to asking questions throughout the interview to test for equivalency 
(Hamilton & Brown, 2006).  The ability for Internet recruitment to increase the 
appropriateness and adequacy of the study sample outweighed the risks of data fraud. 
Participants were recruited through three channels—professional networks, NGO 
headquarters, and an online professional forum.  To recruit through existing professional 
networks, the researcher sent an e-mail with a pamphlet attached describing the study and 
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participant requirements to colleagues associated with emergency nutrition.  The 
colleagues were asked to forward the recruitment e-mail to anyone who may have been 
interested in participating in the study.  Interested participants were asked to e-mail the 
primary investigator at the e-mail address provided on the pamphlet. 
Non-governmental organizations with emergency nutrition programs were 
contacted via e-mail.  The study was explained and the NGO was asked to circulate the 
recruitment pamphlet to potential participants.  Interested participants were instructed to 
contact the researcher at the e-mail provided on the recruitment pamphlet. 
Finally, an announcement was placed on the Internet forum Emergency Nutrition 
Network (ENN) with the site administrators’ permission.  The ENN was a United 
Kingdom based charity, which was set up in 1996 by a group of international 
humanitarian agencies to facilitate learning and institutional memory in the emergency 
food and nutrition sector (Emergency Nutrition Network, 2012).  The study 
announcement was placed in the “Announcements & Nutritionist Needed” section of the 
ENN website.  The posted announcement had identical wording to the recruitment 
pamphlets utilized above.  Interested persons were asked to contact the primary 
investigator via e-mail. In addition to the three recruitment channels noted above, study 
participants were also asked to spread word about the study to their contacts. 
Once a potential participant expressed interest in the study, the researcher 
determined eligibility based on the inclusion criteria and variation requirements.  After 
eligibility was confirmed a date and time for the interview was determined. 
Recruitment took place from October, 2012–March, 2013; nineteen people 
enrolled in the study.  Thirty personal contacts were sent recruitment flyers in the first 
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stage of the recruitment process.  Eight potential participants were identified through 
personal contacts; all eight of these participants met study criteria and enrolled in the 
study.  This stage of recruitment highlighted the importance of Internet recruitment, as 
the recruitment paths identified were extremely diverse geographically.  For example, a 
personal contact from Armenia who was employed in Sri Lanka helped to recruit a 
Kenyan nurse employed in Uganda.  This stage of recruitment highlighted the importance 
of utilizing existing networks within the NGO community to identify study participants. 
The recruitment advertisement was posted on the ENN website after permission 
was received from the site’s administrator.  This recruitment channel proved more 
difficult as the majority of the potential participants identified through this channel did 
not meet the study’s criteria.  Seven potential participants were identified through this 
recruitment channel; however, only one meet the study criteria.  The other six were 
excluded from the study because they had never worked in a country outside of their 
residence.  While the online forum recruitment channel did not prove to be fruitful for the 
purpose of this study, it should be examined as a potential recruitment method when 
studying health care workers who respond to disasters in their own country of residence.  
The individuals who did not meet the criteria were extremely enthusiastic about 
potentially participating in research and their expertise should be included in future 
studies. 
Finally, a total of ten NGOs were contacted to identify potential participants.  The 
contact person for each NGO was identified through an emergency nutrition conference 
mailing list available online.  Four of the ten individuals contacted responded to the 
request and agreed to forward the study information to the relevant people in their 
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organization.  Four people were identified as potential participants.  All four of these 
individuals met study criteria and were enrolled. 
The final six participants of the study were identified by other participants.  At the 
end of every interview, the researcher requested that the participant forward the study 
information if he or she knew anyone else who might be interested in the study.  The fact 
that nearly one third of the participants were identified through other participants 
emphasizes the value that ENW saw in this study. 
The sampling strategy was met after interview eighteen.  Ten NGOs were 
represented in this study.  The NGO headquarters were located in three different regions 
and three religious affiliations of the NGOs were represented. 
Interviews.  Semi-structured interviews conducted by the researcher were the 
primary form of data collection for this study.  All interviews were setup using VOIP 
technology.  At the beginning of the study, the researcher reviewed the purpose of the 
study and asked if there were any questions.  The interviewer also asked for permission to 
audio record the interview.  The interview was recorded with technology that downloads 
the audio file directly to the researcher’s computer.  The interviews lasted been fifty-five 
and seventy-five minutes.  At the end of each interview, basic demographic questions 
including the participants’ age, sex, nationality, place of birth, permanent residence, 
educational background, and previous NGO employment were asked.  In addition to the 
audio recording of the interview, the researcher took field notes throughout the interview 
process. 
Interview setting.  The date and time of the interview was determined by the 
study participant.  Since the interview was completed over the Internet, the participant 
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was encouraged to choose a time and location, which ensured a comfortable setting with 
minimal distractions.  For the interview, the researcher was in a room with closed doors 
to ensure privacy. 
Conceptually and practically, the use of VOIP technology for remotely 
interviewing participants was linked to the practice of remotely interviewing participants 
over the telephone (Hay-Gibson, 2009).  Economically, the use of VOIP technology was 
less expensive than in-person interviews or telephone interviews.  VOIP technology for 
PC-to-PC connections was free (Skype, 2012).  Similar to the advantage of telephone 
interviews, VOIP allowed the researcher to access participants in remote areas.  Given 
the deterritorialized setting of this study, this advantage of VOIP was essential. 
Challenges with phone interviews, which resonated with VOIP technology 
included: a lack of contextual naturalness; an absence of visual cues; and difficulty 
obtaining answers to sensitive questions (Shuy, 2001).  These issues were addressed by 
beginning interviews in a conversational manner to build the participant’s level of 
comfort and by encouraging the participants to schedule the interview during a time and 
at a location where they felt comfortable and in which their privacy was protected.  
Challenges unique to VOIP interviews include the risk of dropped calls because of poor 
Internet connections (Hay-Gibson, 2009).  At the beginning of each interview, the 
participant was asked to provide a phone number where he or she could be reached in 
case the Internet connection was lost.  This only happened in one interview.  Once 
connection could not be made after three minutes of the interview, the participant was 
contacted on his cell phone via VOIP.  Dropped calls were an issue in seven of the 
interviews.  In five  of the seven of the interviews, the dropped calls occurred only once.  
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In the other two interviews, dropped calls happened twice.  When a dropped call 
occurred, the participant was immediately contacted again by the researcher.  The 
researcher would restart the conversation by stating “You were saying…” and repeat the 
last statement by the participant.  The average length between a dropped call and 
reconnection was thirty-five seconds.  Thus, dropped calls did not interfere with the flow 
of the conversation. 
Interview guide.  An interview guide (see Appendix B) containing open-ended 
and probing questions was utilized.  Development of the initial interview guide was based 
on the social ecology model and the review of literature.  The interview guide was 
adapted as necessary throughout the study to ensure that rich descriptions of the 
participants’ experiences were achieved (Patton, 2002).  After interview two, the question 
“What would your ideal program look like if funding was not an issue?” was added.  This 
was added after it became clear in the first two interviews that the participants felt 
restricted in their community programs because of a lack of funding.  This question 
allowed the participant to creatively describe his or her ideas for community 
involvement.  A second question was added after interview twelve—“Why is 
sustainability important?”  This question was added as it became clear that sustainability 
was seen as both essential to community involvement and as a barrier to community 
involvement.  It is important to note that not all questions in the interview guide were 
asked in every interview as it was found that in most interviews the participants discussed 
the questions without being prompted.  It is also important to note that the order of 
questions was not followed in all interviews.  For example, if a participant was having 
difficulty opening up, the question “Tell me a story about your experience with working 
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with the community” was asked at the beginning of the interview instead of the end.  It 
was found that with some participants, this order made them more comfortable to answer 
the questions while with other participants, this question served more as a wrap up to the 
earlier discussion.  At the end of the interview, the participant was asked if there was 
anything else he or she would like to discuss.  In seven of the interviews, the participants 
continued the conversation after they were asked this question.  They were then asked for 
permission to contact them again if fact checking became necessary.  All participants 
agreed to be contacted again.  When participants were contacted for fact checking, all but 
two of the contacted participants responded to the researcher’s request for more 
information. 
The researcher’s role.  When interviews are utilized for data collection, it is 
important to recognize that as the interviewer, the researcher is also a tool for data 
collection.  The researcher had over five years of experience with emergency nutrition 
programs in East Africa.  During these five years, the researcher worked as an emergency 
nutrition worker, in addition to responsibilities with the country level United Nations 
offices and national governments.  In addition, according to the social ecology 
framework, the researcher remained a part of the ENW environment as an academic 
researcher.  Thus, it was unreasonable to attempt to remove herself and her experiences 
from this study. 
The experience that the researcher brought to this study offered both strengths and 
weaknesses.  It allowed for a common bond with the participants, which built trust.  It 
also allowed the researcher to cue into statements that were made, which may have only 
been understood by other ENWs.  However, there was a very fine line between relating to 
46 
 
a participant and asking follow-up questions based on experience and imposing the 
researcher’s experience on the participants.  Reflexivity was the struggle a researcher 
faced between being the researcher and being a part of the participants’ culture (Sreuber-
Speziale & Carpenter, 2003).  To remain cognizant of this struggle, field notes regarding 
the researcher’s feelings about and interpretations of the interviews were taken 
throughout the data collection process.  Any potential interview biases, presumptions, or 
deviation from the interview guide were recorded.  In addition, notes were taken 
concerning any non-verbal cues from the participant, the environment of the interview, 
and the interaction in general.  These field notes were shared with the researcher’s 
dissertation committee for reflection and advice concerning how to proceed in future 
interviews. 
Data management 
 Data preparation.  Once an interview was complete, it was transcribed by a paid, 
qualified transcriptionist.  After transcription was complete, the researcher proofread the 
transcription against the audio file to ensure accuracy.  Names, organizations, places, and 
any other identifying information were removed from the transcription.  Once the 
transcription was complete, it was loaded into NVivo software for analysis.  All data 
were kept on a secure drive to which only the researcher had access. 
 Data analysis.  Content analysis is the most commonly used analytical technique 
for qualitative descriptive research (Sandelowski, 2000).  Content analysis focused on 
coding the transcriptions and field notes for common themes that described the 
phenomenon under investigation (Hsieh & Shannon, 2005).  In this study, directed 
content analysis methodology was utilized.  Directed content analysis utilizes a more 
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structured approach than conventional content analysis (Hsieh & Shannon, 2005).  The 
directed approach was appropriate for this study because the analysis was informed by 
the social ecology model. 
Analysis followed the steps laid out by Hsieh and Shannon (2005).  Initial coding 
categories related to the social ecology model were developed as a first step to the data 
analysis.  Each individual transcript was coded separately.  An initial read through was 
utilized to highlight all text that appeared to be related to community. During the initial 
read through, the relevance of each of the highlighted passage to the social ecology 
model was also noted.  This initial read through took place on printed copies of the 
transcription. 
  The next step was to code the highlighted passages according to the pre-
identified codes related to the social ecology model.  Text that could not be categorized 
with the pre-identified codes was given a new code. A list of codes appears in Table 1.  
The pre-identified codes according to the social ecology model are italicized.  Codes that 
evolved from the data are not.  The complete codebook, with code definitions, is 
available in Appendix C.   
 Once coding of an interview was complete, it was cross-analyzed against 
previously coded transcriptions.  Categories developed from related codes.  Some codes 
appeared in more than one category and the code of sustainability appeared in almost all 
of the categories.  Once defined, relationships between the categories were analyzed and 
five key themes were identified.  Table 1 illustrates how codes developed into categories 
and categories developed into themes. 
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Table 1: Thematic Development 
Open Code Category Theme 
Community Volunteers 
Informant  
Liaison 
Sustainability 
Community Volunteers  
 
 
 
 
 
 
Dimensions of 
Community in CMAM 
Gatekeepers 
Informant 
Political Strategy 
Sustainability 
Community Leaders 
and Elders 
Women’s Groups 
Alternate Community Activities 
Sustainability 
Women’s Groups 
Community Engagement 
Incentives 
Appreciation 
Sustainability  
Community 
Mobilization 
Personal Adaptation 
Program Adaptation 
Security 
Community Ownership 
Sustainability 
Community Acceptance 
Value of Community 
Time Consuming 
Program Prioritization 
Personal Beliefs about 
Community 
Engagement 
 
 
Learning Through Field 
Experience Education 
Previous Experiences 
Pivotal Moments 
Ministry of Health 
Bureaucratic 
Logistical/Financial Demands 
Sustainability 
Ministry of Health  
 
 
Partnerships for Success 
 NGOs 
Coordination 
Competition 
Shared Resources 
NGO Relationships 
Donors 
Funding Gaps 
Emergency vs. Development 
Sustainability 
Stuck in the Grey  
 
Disconnects in Funding 
Priorities 
Program Prioritization Conflicting Program 
Priorities 
Sustainability  Sustainability in 
Emergencies 
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Saturation is considered to be reached once no new themes are identified in an interview 
(Hsieh & Shannon, 2005).  Saturation was reached after 19 interviews. 
Scientific adequacy 
 Scientific adequacy was insured in this study using the tenets described by 
Lincoln and Guba (1985) and Morse (1998).  Lincoln and Guba (1985) described four 
points for scientific adequacy in qualitative research: credibility, dependability, 
confirmability, and transferability.  Morse (1998) added two additional concepts of 
scientific adequacy: adequacy of data and appropriateness of data.  Through the 
maintenance of these six tenets throughout the research process, scientific adequacy was 
ensured in this study. 
 Credibility referred to ensuring that the findings truthfully represent the 
experience of the participants (Tilley, 2009).  Credibility was maintained through two 
processes in this study.  Throughout the duration of the study, credibility was sought 
through peer debriefings.  These debriefings occurred through regular meetings with 
fellow qualitative researchers that focused on coding adequacy and analysis.  Regular 
meetings with the researcher’s dissertation committee were held to discuss the methods 
and findings of the study.  In addition to peer debriefings, credibility was maintained 
through member checks.  Once data analysis was completed, the coding concepts were 
reviewed with five previously interviewed participants.  The participants were e-mailed a 
document summarizing the key findings and asked to provide their feedback.  These 
participants agreed that the key coding concepts identified resonated with their personal 
experiences. 
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 Transferability referred to the “applicability of findings to other populations in 
different contexts” (Tilley, 2009, p. 172).  Transferability was maintained through the 
provision of a thorough description of the sample, setting, and data collection process 
(Tilley, 2009).  In addition, Lincoln and Guba (1985) suggested that a thick description of 
the participants’ experience including direct quotes could ensure transferability. 
 Dependability refers to the ability to audit the decisions made throughout the 
entire research process (Tilly, 2009).  Dependability was ensured through the 
maintenance of an audit trail for all decisions made in the study.  Aspects of the audit trail 
included contextual, methodological, and analytical documentation.  This documentation 
included the audio files and transcriptions of the interviews, field notes taken during the 
interviews, and memos and summaries taken during data analysis (Lincoln & Guba, 
1985). 
 Confirmability refers to a freedom from bias during the data collection and 
analysis process (Tilly, 2009).  Confirmability was maintained during this study using 
reflexivity in field notes during interviews.  Any potential research bias was discussed 
during weekly meetings with qualitative researcher peers and with the researcher’s 
dissertation committee.  Ways to mitigate any identified bias was discussed and noted in 
the audit trail. 
 Adequacy of data is considered an important measure in the rigor of a qualitative 
study (Morse, 1998).  Unlike quantitative research studies, the adequacy of data is not 
focused on the number of participants in a research study.  Rather, adequacy of data in 
qualitative research is determined through reaching saturation in themes (Tilly, 2009).  
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Saturation is considered to be reached once no new themes are identified during data 
analysis and after accounting for any variations in data. 
 Appropriateness of data refers to the selection of data sources according to the 
theoretical needs of the study (Tilly, 2009).  Appropriateness of data in this study is 
maintained using a maximum variation, purposeful sampling method.  The variation of 
the sample is informed by the social ecology model and review of literature. 
Consideration for human subjects 
 Prior to recruitment of participants, Internal Review Board (IRB) approval was 
obtained for this study.  Consent for participation in the study was obtained verbally by 
the researcher.  At the time of consent issues related to confidentiality and risks and 
benefits of the study were discussed. 
 Confidentiality.  Recruitment of participants via e-mail provided unique 
challenges to maintaining the confidentiality of the participants.  Hamilton and Bowers 
(2006) suggested that the researcher copy and paste all e-mail communication into a word 
processor document with no identifying personal information.  Once the e-mail 
communication was saved in a word processor document, the original e-mail was deleted 
and the recycle bin on the researcher’s computer was emptied.  Word processor 
documents created from the e-mails were saved according to the unidentifiable code 
assigned to each participant.  Hamilton and Bowers (2006) suggested that once this was 
complete, normal confidentiality procedures for interviews could be employed. 
 All participants were assigned a pseudonym.  After each interview took place, the 
pseudonym was utilized for transcription, data analysis, and results.  Only the researcher 
had access to the database, which linked the pseudonym with personal identifying 
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information, including the participant’s name and e-mail address.  This database was kept 
on a password-protected computer and the database itself was password encrypted.  All 
audio files, transcription, and NVivo files were kept on a password-protected computer.  
Any printed transcripts of the interviews were kept in a locked draw to which only the 
researcher had a key. 
 Potential risks.  While there were no known physical risks associated with this 
study, psychological risks may have arisen.  The nature of having to relive the human 
suffering witnessed during a nutrition emergency may have provided a source of 
psychological distress for the participants.  While the participants chose to opt-in to the 
study, thinking about their experiences may have resulted in some distress for the 
participants.  To mitigate this distress, the researcher asked the participants how they felt 
about completing the interviews and the researcher was cognizant of any signs of 
interview fatigue.  No participant showed signs of distress during the interview process. 
 Potential benefits.  Participants did not benefit directly from this study.  
However, the participant may have been appreciative to be able to discuss his or her 
experiences with a person who has a similar background.  In addition, participants in this 
study may have felt satisfaction in the fact that they contributed to a body of knowledge 
that is intended to improve the experience of the emergency nutrition worker.  
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Chapter Four: Findings 
 Humanitarian aid is in the midst of a paradigm shift, which reflects an increase in 
the value of local community participation in disaster response programs (Ramalingan, 
Scriven, & Foley, 2011).  To understand the way this shift in thinking is affecting the 
implementation of programs, the purpose of this study was to describe qualitatively how 
the experiences and social influences of ENW affect their definition of community and 
their utilization of community participation in program assessments, design, and 
implementation following declaration of a nutrition emergency.  Per Bronfenbrenner’s 
social ecology model, influences were explored at the microsystem level, mesosystem 
level, exosystem level, and macrosytem level.  Qualitative content analysis of interview 
data revealed five themes and thirteen categories within the themes. 
 This chapter is divided into three sections.  In the first section, the demographic 
data of both the participants and the organizations the participants were employed by are 
described.  The second section is a report of the five thematic findings of this study.  
Finally, the third section is an examination of the findings from the perspective of the 
adapted social ecology model for emergency nutrition programs.  Direct quotations from 
interview data are utilized to highlight the findings in the second and third sections of this 
chapter.  All names have been changed to protect the confidentiality of the participants. 
Description of the study sample 
Demographic profile of participants.  A total of 19 participants were 
interviewed for this study.  The average age of participants was 36 with a range from 28 
to 47.  Twelve of the participants were female.  A total of nine different nationalities 
including North American, European, African, and Southeast Asian countries were 
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represented by the participants.  Ten of the participants identified as Christian, five 
identified as Muslim, and four identified as Agnostic. 
Table 2: Participant demographics 
Pseudonym Gender Age Nationality Religion 
Alexander M 45 Congolese Christian 
Brittany F 32 Kenyan Muslim 
Christine F 28 Irish Agnostic 
Danielle F 29 British Agnostic 
Elizabeth F 35 Kenyan Christian 
Frank M 47 Kenyan Christian 
Geofrey M 34 Kenyan Christian 
Henry M 34 Bangladeshi Muslim 
Isabelle F 42 French Christian 
Jennifer F 34 Swiss Agnostic 
Kevin M 32 Kenyan Christian 
Lauren F 39 American Christian 
Marie F 34 Kenyan Muslim 
Nicole F 32 Kenyan Muslim 
Oscar  M 30 British Muslim 
Patricia F 36 American Christian 
Renee F 44 French Agnostic 
Scott M 34 Canadian Christian 
Theresa F 46 French Christian 
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 Fifteen of the participants held advanced degrees in their field.  Nine of the 
participants identified their profession to be nutritionist while ten identified their 
profession as medical.  The medical profession was defined as either registered nurse or 
clinical officer.  In their careers, participants had worked for an average of 3.6 (range of 
2-8) different NGOs and had an average of 8.5 (4-18) years of experience as an ENW.  
Sixteen of the participants were actively responding to nutrition emergency during the 
time of the interview.  Two of the participants were responding to humanitarian 
emergencies not related to nutrition, and one was in between emergency assignments.  
All participants have responded to a nutrition emergency in the previous year. 
Table 3: Participant educational and professional demographics 
Pseudonym Profession Highest 
Degree 
Years as 
NGO 
Worker 
Number of 
NGOs 
Current 
Employment 
Alexander Nurse Bachelors 18 8 Nutrition 
Emergency 
Brittany Clinical 
Officer 
Masters 7 3 Nutrition 
Emergency 
Christine Nutritionist Masters 7 3 Other 
Emergency 
Danielle Nutritionist Masters 4 3 Nutrition 
Emergency 
Elizabeth Nutritionist Masters 9 5 Nutrition 
Emergency 
Frank Nurse Bachelors 7 3 Nutrition 
Emergency 
Geoffrey Nurse Post-
Bachelors 
9 5 Nutrition 
Emergency 
Henry Nutritionist Masters 6 2 Between 
Employment 
Isabelle Nurse Post-
Bachelors 
16 2 Nutrition 
Emergency 
Jennifer Nurse Post-
Bachelors 
5 2 Nutrition 
Emergency 
Kevin Nurse Bachelor 7 4 Nutrition 
Emergency 
Lauren Nutritionist Masters 9 5 Nutrition 
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Pseudonym Profession Highest 
Degree 
Years as 
NGO 
Worker 
Number of 
NGOs 
Current 
Employment 
Emergency 
Marie Clinical 
Officer 
Masters  8 4 Nutrition 
Emergency 
Nicole Nurse Bachelors 8 2 Other 
Emergency 
Oscar  Nutritionist Masters 5 2 Nutrition 
Emergency 
Patricia Nutritionist Masters 6 3 Nutrition 
Emergency 
Renee Nurse Post- 
Bachelors 
16 6 Nutrition 
Emergency 
Scott Nutritionist Masters 7 5 Nutrition 
Emergency 
Theresa Nutritionist  Masters  9 2 Nutrition 
Emergency 
Employer demographics.  Per the background of this study and the sampling 
strategy, it was important not only to look at the background of the participants, but also 
the background of their respective NGO employers.  At the time of the interviews, 
participants in the study were employed by a total of 11 distinct NGOs.  Of these 11 
NGOs, participants were employed by a total of 16 different headquarters.  For example, 
one participant may have been employed by MSF-Spain while another participant was 
employed by MSF-France.  A case such as this would count as one NGO but two 
separate headquarters.  Two of the organizations represented identified as Muslim 
organizations, four of the organizations represented identified as Christian, and five of the 
organizations had no religious affiliation.  One organization’s headquarter was based in 
Southeast Asia, five organizations’ headquarters were based in the North America, and 
nine organizations’ headquarters were based in Europe.  The diversity of the 
organizations represented met the sampling strategy outlined in the methods section of 
this study. 
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Study findings 
The second section of this chapter is a discussion of the thematic results of this 
study.  The discussion of the themes is focused on direct quotes from the participants.  
The quotes were edited for grammar and redundant wording.  Five themes were 
identified: (1) Dimensions of Community in CMAM; (2) Learning Through Field 
Experience; (3) Partnerships for Success; (4) Disconnects in Funding Priorities; and (5) 
Sustainability in Emergencies. 
1. Dimensions of community in CMAM.  The literature does not provide a clear 
definition of who is considered the community in a CMAM program.  The results of this 
study show that this definition continues to be elusive as no two participants described 
community in the same way.  However, there were common aspects of community that 
were identified by all participants, and these aspects make up the first theme, Dimensions 
of Community in CMAM. 
 Five different categories were identified in this theme.  The first three categories 
are related to the makeup of the community: community volunteers, community leaders 
and elders, and women’s groups.  In addition to these core categories, participants also 
identified traditional healers, traditional birth attendants, religious leaders, town water 
committees, health volunteers, program beneficiaries from other sectors (e.g. food 
security), and/or teachers as potential members of the community.  The presence of 
program beneficiaries (i.e., mothers and children) was distinctly lacking across all 
interviews. 
 The fourth category in this theme, Community Mobilization, related to how the 
ENW engaged the local communities.  The last category, Community Acceptance, related 
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to why it is important to engage local community.  Collectively, these five categories give 
an idea of the who, what, and why that make up the dimensions of community in 
CMAM. 
 Community volunteers.  Community volunteers, the first category described in 
the Dimensions of Community in CMAM theme, were noted in all interviews as the key 
liaisons between the organization and the community.  Community volunteers consisted 
of individuals who were chosen by the community to work with the NGO in a volunteer 
capacity.  Some organizations preferred to have female volunteers while others did not 
have a gender preference.  This difference often played a role in whether women were 
considered part of the community.  The role these volunteers played in the program 
included beneficiary identification and referrals, follow-up concerning beneficiaries who 
left the program early, community awareness activities, and health and hygiene 
education.  Community volunteers were the heart of the CMAM community participation 
initiatives and in many cases were noted to be the single most important facet of the 
community aspect of the CMAM program. 
Community leaders/elders.  The second category within the theme, Dimensions 
of Community in CMAM, describes the role that community leaders and elders play in 
the implementation of programs.  Lauren highlighted the importance of community 
leaders/elders when she noted, “And when we say the community, it’s more of the 
community elders.”  Community Leaders and Elders served two key purposes regarding 
the community nutrition worker’s relationship with the local community.  During 
program assessment and design, community leaders and elders were seen as gatekeepers 
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to the community and essential for community buy-in of the program.  Alexander, a nurse 
with 18 years of experience, explained how he utilized community leaders and elders: 
When we start a new intervention, what we do is, we have a lunch meeting.  We 
call the different representatives at each level in the village.  They come, and they 
are informed about the program activities, the program goals, and the targeted 
beneficiaries.  These different groups of people at the village level are not really 
involved in our activities, but they are the entry point. 
The community leaders that Alexander referred to were inclusive of traditional village 
leaders, religious leaders, and traditional healers.  The participants noted that these 
leaders were almost exclusively male, regardless of the context in which they were 
working. 
 The second role that community leaders and elders played was a community 
informant.  The participants relied heavily on the community leaders to define the 
community needs, identify ideal locations for program implementation, and identify 
current coping mechanisms utilized by the community.  Despite this heavy dependence 
on community leaders and elders for this information, Lauren, a nutritionist with 9 years 
of experience, identified the shortcomings of this strategy.  In her discussion about setting 
up a CMAM program in a newly formed refugee camp, Lauren identified that she had 
time to do 24 focus groups prior to beginning the program.  Lauren completed eight focus 
groups with randomly selected women from the community, eight focus groups with 
randomly selected men from the community, and eight focus groups with people 
identified as community leaders.  Lauren described the results of these focus groups as 
follows: 
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The women are always more aware of the health facilities that are already there,  
they can tell us about feeding the children, what they exactly give to the children, 
and why they give that to the children.  This is not information that you get easily 
from men.  From men we could get more information about the source of income. 
Lauren then went on to discuss her experiences with focus groups of community leaders 
and elders. 
It’s a bit of a political strategy because if you forget about them, they might 
get upset and say that you don’t really respect the culture.  It is a diplomatic 
move.  You usually don’t get more information from them than you get from 
the groups of men and women.  And this is sad because the norm is to just 
talk to the community leaders, because of time and limitations, but these 
focus groups showed us that the men and women of the community provide a 
much better picture of what’s happening than what the community leaders 
could. 
For Lauren, the use of community leaders and elders as informants was more of a 
political move than an opportunity for new knowledge to be gained.  In her experiences 
with focus groups, the most valuable information came from separate focus groups with 
women and men of the village.  However, for the majority of the participants, the 
community elders and leaders were the only source of information.  Time was a major 
factor for the participants when deciding to utilize local leaders and elders as their key 
community informants. 
 Participants recognized that one of the key issues with using only community 
leaders and elders and information sources was the fact that women did not usually hold 
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these roles.  Considering the fact that for many organizations, the community volunteers 
were predominately men, women’s voices were often not heard as part of the community.  
One way that participants tried to address this was with women’s groups. 
Women’s groups.  Women’s groups, the third category under the Dimensions of 
Community in CMAM theme, were not regularly utilized as key community members.  
However, participants noted that they believe the development of these groups could be 
the future for more successful community programs.  Nicole, a nurse with 8 years of 
experience, who had previously implemented a women’s group as part of a community 
sensitization and engagement arm of the CMAM program, described the program as 
follows: 
The women’s groups were setup so that there were a few key leaders of the 
groups.  These leaders were trained by our organization on how to identify 
malnourished children.  That wasn’t our only focus.  We also trained them on 
other things like nutrition and hygiene.  These women then held regular meetings 
that were meant to support other women in the community with any issues they 
are having with their children.  If there was a malnourished child, the woman’s 
group would refer them to our program.  We were able to develop multiple 
women’s groups so the reach was greater than our volunteer network. 
Ideally, the women’s groups would be located in the villages where the beneficiaries 
lived, not necessarily at the program locations.  This means that at the beginning, the 
program coverage must go well beyond the actual CMAM sites and often into locations 
that are logistically difficult to reach.  As a result, funding was the main constraint 
identified for the development of women’s groups.  The initial cost of the training and the 
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logistics to reach the women’s groups were noted as key barriers to being able to begin 
such programs.  However, it was noted that after the initial start-up costs the women’s 
groups were expected to be self-sustaining with minimal to no financial input. 
Motivating communities.  The fourth category under the Dimensions of 
Community in CMAM focuses on how communities are engaged in the program.  
Engaging communities to participate in the CMAM program fell squarely on the 
shoulders of the community volunteers.  Discussion regarding community engagement 
and motivation focused on how to motivate volunteers, instead of how local communities 
were engaged.  It was clear that the participants believed that if there were motivated 
volunteers, community engagement in the program would follow. 
Motivating factors for the community volunteers included trainings, food items, 
non-food items, and cash incentives.  The question of how to motivate volunteers 
highlighted a point of contention among the ENW.  There were two distinct camps—
those who believed financial incentives were essential for community volunteers and 
those who believed financial incentives were inappropriate for community volunteers.  
Brittany, a clinical officer with seven years of experience, first highlighted the dilemma 
surrounding incentives. 
The main challenge is how we motivate them to have energy and enthusiasm for 
their work.  This has been a major, major challenge.  Initially, we were motivating 
through the provision of a full GFD (general food distribution) ration to every 
outreach worker or volunteer.  That was a motivator for just a few months.  Then 
we started giving out a few dollars, like fifty dollars, to them, but again two years 
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down the line, fifty dollars in not enough again.  This is a very expensive city.  So 
now, how do we continue motivating them? 
Brittany then went on to justify why she thought it was appropriate to provide financial 
incentives to volunteers. 
We see the fifty dollars not only as a motivation factor for these people, but also 
as a livelihood component of the program.  The rational being there was not much 
work available at that point, so—most of our outreach workers and volunteers 
were women—so we thought giving them more will be helping at household 
level.  So it’s more of a food security component within the nutrition program. 
Danielle, a nutritionist with 4 years of experience, also agreed that motivation for 
community volunteers is a major problem but her discussion below represented the side 
of the debate that believed financial incentives were inappropriate. 
We’ve been facing the issue of volunteer incentives.  Historically we’ve been 
giving our volunteers all sorts of things—t-shirts, gumboots, umbrellas and 
sometime monetary incentives.  We’ve recently decided that this is really not a 
good idea and we’re encouraging incentives to end.  It’s not sustainable because if 
we have to leave, then no one will be able to provide those incentives anymore.  
And it’s also not really encouraging volunteers for the right reasons.  So, we’ve 
taken steps to reduce the amount of incentives and find alternative, more 
sustainable incentives.  This is resulting in many, many challenges where 
volunteers say, you know, oh, now I don’t want to volunteer anymore. 
While all participants noted community volunteer motivation as a major challenge in the 
program, there was no consensus concerning which direction the future of incentives for 
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volunteers would take.  As Danielle noted above, her community program was struggling 
with the removal of incentives.  However, Brittany noted that while her community 
program was considered extremely successful, she was having trouble finding funds to 
continue it in the future.  Without motivated community volunteers, there was concern 
that the community acceptance of the program would be jeopardized. 
Community acceptance.  The final category in the theme, Dimensions of 
Community in CMAM, is related to the community’s acceptance of both the ENW and 
the program.  To gain acceptance by the community, participants noted the importance of 
adapting not only the program, but also themselves to the local culture.  Alexander 
described how his eighteen years of experience have influenced the way he approaches 
local communities: 
You try to understand the local cultures.  If they say they need you to put on a 
long sleeve shirt when you are working in a Muslim context, you need to be 
wearing the required clothes when you are talking to them.  Then you can be close 
to them, talk to them, and explain all the project activities.  When you talk to 
them, you explain your objective.  They say, ‘You are not strange.’, and you can 
get a good relationship and try to work closely with the community where you are 
implementing your project activities. 
Participants emphasized the idea that they wanted the community to see them as 
equals.  Participants believed this was essential so that they were not perceived as 
foreigners.  This was important because the participants believed that if the 
program was seen as originating from foreigners, the community would not take 
ownership of the program. 
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The reason community ownership was important to the participants had nothing to 
do with beneficiary utilization of the program.  Instead, community ownership was 
considered important for the physical security of the program.  Brittany, a clinical officer 
with 7 years of experience, described the importance of community ownership in her 
CMAM program: 
I think involving the community was the best thing that we did because they 
began to own the program.  If a militia or person decided to cause a problem in 
the program, they defended it.  For instance, you have militias who were armed.  
They will just come and take the Plumpy Nut.  You cannot have conflict so you 
let the community elders and maybe the local leaders handle this.  And actually, 
all the supplies that have been stolen usually come back to the program.  
Therefore, it’s also a form of security.  I mean the utmost thing is that it begins as 
a security for the program. 
While the discussions surrounding community acceptance, ownership, and security 
usually focused on the protection of program supplies, participants who worked in 
extremely insecure contexts also emphasized that community acceptance and ownership 
were important for the security of the program personnel.  Multiple participants told 
stories of program personnel being physically assaulted when community engagement 
had not been practiced successfully. 
 Community acceptance was highlighted by the participants as a very important 
dimension of the community in CMAM.  Participants thought it was important to adapt 
both themselves and the programs to ensure community acceptance and thereby 
ownership.  However, acceptance was not noted by participants to be important for 
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utilization of the program.  It was necessary to physically protect the program, the 
supplies, and the personnel. 
2.  Learning through field experience.  The second theme relates to the fact that 
the way in which a CMAM program is operated depends largely on the previous 
experiences of the ENW.  Aspects of the CMAM program that the ENW believes to be 
important take a higher priority in the program design and implementation than aspects 
the ENW does not believe to be essential.  This is specifically the case for the 
engagement of local communities.  Throughout the interviews, if the participant 
expressed his or her belief about the importance of community engagement, the programs 
he or she described reflected a high level of community involvement.  Two key 
categories were developed under this theme.  The first is related to the ENW’s personal 
beliefs about community engagement and the second relates to specific experiences that 
made them realize the value of community engagement. 
Personal beliefs about community engagement.  The first category under the 
Learning Through Field Experience theme relates to the personal beliefs and values the 
ENW themselves put on community engagement.  Participants identified that they found 
not all ENWs value the community arms of the CMAM program.  For some who do 
value it, it is not high on the list of priorities during the early stages of assessment and 
program design.  Lauren, a nutritionist with 9 years of experience, summarized her 
observations of other ENWs. 
This is bad to say—but honestly I just don’t think it’s a priority for people.  I 
think people view it as too time consuming—too much effort.  And that’s what I 
just don’t get.  Yes, things are crazy at the start but let’s be honest two days 
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difference in the start of the program is not going to have a huge impact.  Two 
days is all you really need to get in and understand a community so that the 
program matches their needs.  But people say it’s too time consuming—two 
days—I think it’s worth it. 
Some would argue that two days is not remotely enough time to begin to understand a 
community; however, for Lauren these two days brought insight, which she believed was 
valuable.  Christine, a nutritionist with 7 years of experience, echoed Lauren’s 
observations about a lack of prioritization of community when she looked back at the 
early stages of a recent emergency CMAM program she established. 
Truthfully, I guess it wasn’t the priority in the initial stages of the response.  It 
was chaotic and maybe we need to be more mindful of that.  I’m not quite sure 
what the solution is.  I think trying to establish something during the emergency—
I’m not sure how that would’ve worked.  Learning from the program that I’m 
working now…it would really help communities to have some kind of more 
regular dialogue.  Maybe having focus group discussions with the community that 
you’re engaging with.  Also, more work with community leaders and having a 
more established relationship with those people would’ve been helpful. 
This passage by Christine highlights the fact that regardless of the value placed on 
community, in the heat of the moment during an emergency, it is often not high enough 
on the list to be made a priority.  It also highlights how Christine’s value of community is 
evolving with her current personal experience.  Whether community engagement made it 
high on the priority list during the initial stages of an emergency depended largely on the 
ENW’s previous personal experiences. 
68 
 
Pivotal moments.  The second category under the theme, Learning Through Field 
Experience, relates to moments in the participant’s careers when he or she began to 
realize the importance of community engagement in CMAM programs.  In all but one of 
the nineteen interviews, the participants expressed awareness for the need to integrate 
local communities into their program implementation plans.  The one participant who did 
not express this awareness was only able to focus on the challenges of engaging local 
communities. 
The participants who found value in the community aspects of the CMAM 
program had difficulty identifying where and when they became aware of the importance 
of community to nutrition programs.  However, when asked to tell a story about the first 
situation when they realized the importance of community, most participants were able to 
identify a single occasion when their view on the importance of community shifted.  For 
Jennifer a nurse with five years of experience, this happened when she was given an 
opportunity to run a community campaign with no financial limitations as part of the 
handover process of the program from the NGO to the local government. 
I think for me, I realized the importance of community engagement when I was 
working in Country A.  We were actually closing our program and it was my job to 
make sure that the community was aware that they should go to the government 
hospital and that they felt comfortable to go.  Therefore, we went into the 
community.  We talked with leaders, church officials, mothers.  We started radio 
campaigns.  And it worked.  We put in a ton of effort but in the end, the community 
went to the hospital.  This was when I realized that done correctly community 
engagement and mobilization can make a real difference. 
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For Renee, a nurse with 16 years of experience, this moment came when she was 
involved in a program that distinctly lacked a community aspect. 
Having worked for other organizations before I came to Organization A, I saw the 
value of the outreach volunteers and what happens when they are not utilized the 
way they should be.  When they’re not motivated and appreciated.  Now as the 
program manager for this program, I am able to take a bit of funding and improve 
on these two things. 
 The participants all noted that they did not learn through their formal education 
about the importance of community engagement or how to undertake community 
engagement.  Rather, their knowledge came from field experience.  Thus, one could 
hypothesize that the participant who did not find the value in community engagement,  
had yet to have the pivotal moment.  Exposure to the importance of community 
engagement, at least until this point, has been purely in the form of experience-based 
lessons. 
 Whether the community is actively engaged in the assessment, design, and 
implementation of a CMAM program depends largely on the value the ENW running the 
program puts on community engagement.  This value is derived from personal 
experiences with communities.  It is not something that has been taught to the ENW in a 
formal education setting. 
 3.  Partnerships for success.  The third theme identified describes the ENW’s 
experiences with partners outside of their NGOs.  Two categories of partners were 
identified as essential relationships for successful CMAM programs.  The partnership 
between the ENW and the Ministry of Health was considered essential from both a 
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political and sustainability perspective.  The partnership between the ENW and other 
NGOs operating in the same location was considered essential in terms of activity 
coordination.  Locally-based NGOs did not emerge as a separate category.  Rather, local 
NGOs were incorporated into the general discussions of NGO relationships. 
The Ministry of Health.  The first category under the theme Partnerships for 
Success describes the relationship between the NGOs and the Ministry of Health.  This 
relationship was considered difficult by all of the participants, regardless of country, but 
also considered essential.  It was essential for access to the population, information 
sharing, plans for a sustainable program, and an exit strategy. 
 One of the aspects of the relationship with the Ministry of Health that was trying 
for the ENW was that demands were placed on the NGO logistic and financial resources.  
Elizabeth, a nutritionist with 9 years of experience, identified these challenges when 
describing her experiences with the Ministry of Health. 
Of course, the government didn’t have much money to pay the staffing and their 
ministers and then the other things.  What it meant was a precedent was set that 
whenever you needed to have their collaboration and their cooperation they would 
tell you “we don’t have this and provide that.  Some of the things you’ve not 
budgeted so you have to make adjustments. 
While the participants noted the Ministry of Health often did not have the resources the 
NGOs did and they were happy to assist when possible, at times the Ministry of Health’s 
requests would be so far out of the scope of the NGOs goals that they would be forced to 
reject the request.  This rejection often caused conflict between the Ministry of Health 
and the NGOs. 
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 Participants also expressed concern over delays that often were experienced while 
working with the Ministry of Health.  These delays could be because of understaffing of 
the Ministry of Health or bureaucratic obstacles that ENWs had to overcome.  Regardless 
of the cause, the participants noted their programs were often delayed because of their 
partnerships with the Ministry of Health.  Theresa, a nutritionist with 9 years of 
experience noted one such delay in the program she was currently running, “We were 
supposed to start our program in June.  It did not start until August because we were 
waiting for our Memorandum of Understanding with the MoH.”  Despite these delays, 
participants believed their partnerships with the Ministry of Health were essential for 
both the short-term success and long-term sustainability of the program. 
NGO relationships.  The second category in the theme Partnerships for Success 
recounts the relationship between local branches of international NGOs with programs in 
the same geographic location.  This relationship was described by the participants as 
complicated.  Collaboration between NGOs was essential for program planning and 
implementation.  However, the NGOs were also in continual competition with each other 
for things such as staff and funding. 
 NGO collaboration was essential for the successful implementation of the CMAM 
programs.  Frank, a nurse with 9 years of experience, highlighted a scenario where 
collaboration was necessary because they were not able to assess a community prior to 
the implementation of a CMAM program because of security concerns, “We were very 
limited in terms of reaching the community because of the security situation.  We relied 
mostly on information we received from our partners to be able to learn about the 
community.” 
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Brittany, a clinical officer with 7 years of experience, highlighted that 
coordination was not only important in assessment but also when coming up with 
program design: 
It was not only Organization A.  We had valuable professionals on board and we 
had Organization B and Organization C on board.  So, there were many.  And also 
an indigenous organization that comes from Location A.  We were five 
organizations, who were exchanging ideas, because we had to design the project. 
Christina, a nutritionist with 7 years of experience, indicated the importance of 
coordination when implementing a program in an emergency setting, “I guess its key to 
maintain good coordination relationships with other agencies.  I was acutely aware of 
how critical that had been, especially during emergencies, for Organization A’s 
programming.” 
Participants repeatedly emphasized the importance of NGO coordination at 
all stages of program assessment, design, and implementation.  They also noted it 
was important that this coordination included more than just nutrition NGOs.  It 
also must include NGOs from other sectors such as health, food security, and water 
and sanitation. 
 The participant believed that while NGOs tried to coordinate their efforts, there 
was always a sense of competition between NGOs over staff, resources, and funds for 
their programs.  Danielle, a nutritionist with 4 years of experience, discussed this 
competition when describing the challenges of working with community volunteers: 
The success of what you do is very much dependent on what other people are 
doing.  It’s not just volunteers.  It’s also staff.  If someone next door is offering a 
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higher salary, of course all of your staff will leave and work for them.  That kind 
of thing happens a lot, more in emergencies than in development, because people 
will just go ahead and do it because it’s an emergency.  I mean we’re all guilty of 
it.  We’re always trying to improve coordination and trying to prevent these things 
from happening because at the end of the day we are all there for the same reason. 
As described by Danielle, competition between NGOs was often seen as a failure in 
coordination between NGOs. 
 Partnerships are essential for the success of CMAM programs.  While often 
challenging, the participants noted that failure to have successful partnerships resulted in 
poor program outcomes.  The challenges described by participants in this study are not 
new challenges.  Rather, the fact that they have appeared as key findings emphasized the 
fact that these challenges continue to exist. 
4.  Disconnects in funding priorities.  The fourth theme identified describes the 
challenges the participants faced when trying to get appropriate financial support for their 
programs.  These challenges arose when external financial support was needed to operate 
a CMAM program.  The participants did not believe there were similar financial 
restrictions for their programs if they were being financially supported through the 
NGO’s own funding mechanisms. 
Two categories were identified within this theme.  The first category “stuck in the 
grey” positioned the funding challenges regarding obtaining financial support for the 
program.  The second category, conflicting program preferences, focused on the 
challenges of appropriating funds to the program once it had received financial support. 
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Stuck in the grey.  The first category found under the theme Disconnects in 
Funding Priorities relates to the challenge of funding for programs that require longer 
financial commitments than traditional emergency programs.  It was not surprising to 
identify that ENWs thought that funding was inadequate for the programs they ran.  This 
struggle is common for publically funded programs worldwide.  However, as Oliver 
noted, funding for CMAM programs appeared to be uniquely “stuck in the grey.”  Stuck 
in the grey refers to the idea that CMAM programming does not fit neatly into emergency 
or development funding categories.  While CMAM programs are often initiated in an 
emergency context, some aspects of the program do not fit emergency donor priorities.  
Likewise, once the peak of an emergency has passed and emergency money is no longer 
flowing, it is very difficult to receive development funds to continue the program until an 
appropriate exit period is reached.  Brittany, a clinical officer with 7 years of experience, 
discussed the challenges she faced when trying to find continued funding for her program 
after the peak of the emergency: 
We have great challenges now.  For the first two years of the program; it was well 
funded and was able to run.  For the past year now, the main problem is Country 
A is no longer seen as emergency.  Actually, the humanitarian situation in 
Country A is still very dire and it needs more funding.  I think most of the donors 
are in a catch-22 because they want to improve the political situation in the 
country so most of its funds go to that.  But the nutrition needs are still huge and 
there just not availability of funds. 
A thought-provoking aspect of the theme stuck in the grey was that the participants 
believed that they had very strong relationships with their donor counterparts but despite 
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this relationship, the donors simply were not able to develop the funding they needed to 
be able to operate the programs to their highest potential. 
Conflicting program preferences.  The second category under the Disconnects in 
Funding Priorities theme is focused on how the donors’ priorities for programs and 
ENW’s priorities for programs did not always align.  Throughout the interviews, 
participants highlighted their frustration with the fact that while they were funded for the 
treatment aspect of the CMAM programs, the funding for their community activities was 
lacking significantly.  Scott, a nutritionist with 7 years of experience, when describing his 
approach to community programs, touched on how the funding was affecting his 
implementation strategy. 
We are the technical people; we know the needs at a field level!  We say we need 
to work with ten community volunteers, but the donor comes back and say “No!  
In each health facility you will use four volunteers!”  But this is a limitation.  If 
community mobilization is not done properly, we are not going to get the 
expected results. 
Scott’s sentiment here was heard throughout the interviews.  Participants were frustrated 
that they were being given enough money to run the therapeutic branch of the program 
but not enough money to be able to proactively make people aware that the program 
existed. 
 When discussing the successful outcomes of an internally funded community 
mobilization program, Lauren noted that the donor agencies noticed their successful 
outcomes and “approached Organization A to capacity build other programs they were 
funding in the region.”  However, Lauren then indicated that the same donor agencies, 
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which originally approached Organization A for capacity building assistance, also 
refused to fund the community aspect of the program.  As Nicole summarized, “donors 
are interested in treatment—they’re not interested in community.” 
Participants’ frustration with the lack of funding for the community aspect of the 
CMAM programs was exacerbated by some donor’s priorities.  Lauren indicated, 
“Sometimes organization goals and donor priorities are so far apart that the organization 
is forced to refuse the funds because the donor priorities are so far away from their 
mandate and principals.”  Danielle, a nutritionist with five years of experience, discussed 
this challenge when asked about her relationship with the donors: 
One donor, the priority was to have a very heavily expat staffed health team.  
Whereas for us, we’ve got experience in country since the ‘80s and we usually 
staff our clinics with local or national or regional staff.  But the donor who was 
funding us said, “No, we want you to hire expats for all of these positions, even 
though it’s more expensive.”  That was frustrating because essentially we had to 
say yes because otherwise they wouldn’t give us any money.  Knowing full well 
that it was not only a waste of money, it was going to much harder to find expat 
staff that would be willing to stay for the length of time of local staff.  And 
sometimes local and national staff can actually do the job better than an expat 
because they can relate to the communities and the beneficiaries.  It’s just one 
example of where we would have wanted to do it differently but didn’t have a 
choice because they were funding us. 
Throughout the interviews, there were similar stories of frustration where the 
organization’s priorities did not match donor priorities.  This was extremely frustrating 
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for the participants as they believed in some cases they had funding for things they did 
not need but were missing the funding for what they believed to be key parts of the 
community arm of the program. 
 5.  Sustainability in emergencies.  Sustainability is a theme that encompassed all 
of the other themes and categories.  Rationales for decisions made often used 
sustainability as the core of the argument. The CMAM program design attempts to make 
a transition from emergency to sustainable possible through integration of the programs 
into local health structures.  However, ENW are struggling with this transition.  The 
ENWs often feel forced to relinquish aspects of their community engagement programs 
because they are not considered sustainable.  They expressed frustration that the current 
guidelines for CMAM programs do not reflect the transition to sustainable programs.  
These frustrations likely stem from the fact that current research focuses on programs that 
are one year in length or shorter.  There is a gap in current research which can guide the 
ENWs  in the transition from emergency to sustainable programs.  The ENWs expressed 
that sustainability was a high priority for their programs but the expertise for this 
transition is distinctly lacking. 
Social ecology model 
 The final section in this chapter is related to the findings of the study related to the 
adapted social ecology model proposed in the review of literature.  The themes identified 
in this study are a representation of all levels of the social ecology model.  In regards to 
the microsystem, the literature review identified five aspects of the microsystem that 
could have influence over the emergency nutrition worker’s social environment.  These 
influences included: the ENW themselves, the affected community, community-based 
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organizations, formal and informal health structures, and program beneficiaries.  The 
study results confirmed that the ENW and certain parts of the affected community, 
namely community volunteers and community leaders and elders, are influential aspects 
of the microsystem for the ENW.  Community-based organizations were not 
differentiated from international NGOs, which are nested in the mesosystem.  Informal 
health structures were never discussed by the participants and formal health structures 
were always discussed as part of the Ministry of Health, which is also located in the 
mesosystem.  Program beneficiaries (children and caretakers) were not included in 
discussions by a single participant. 
 Four influential aspects of the mesosystem according to the literature reviewed 
included:  city/village structure, regional/state government, International NGOs actively 
working in the affected communities, and market access.  Data analysis revealed two 
categories that were nested within the mesosystem.  The Ministry of Health was the only 
branch of state or regional government that was identified to influence the ENW.  
International NGOs specifically were identified by all participants as influential.  
However, there was no differentiation between international NGOs and community-based 
organizations.  This suggests that international NGOs and CBOs could both be nested 
within the mesosystem.  Environmental aspects of the community such and city/village 
structure and market access were not discussed by the participants. 
 At the exosystem,  Country level UN offices, NGO headquarters, national 
governments, and NGO consortiums, were identified as potentially influential by the 
review of literature.  The national government was the only aspect of the exosystem that 
was identified by the study as having influence over the emergency nutrition worker.  
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Specifically, the development of national nutrition guidelines by national governments 
was identified as being influential over the way ENW implement CMAM programs.  
While country level UN offices, NGO headquarters, and NGO consortiums were 
occasionally mentioned in passing by the participants, they were not identified as having 
influence over the emergency nutrition worker. 
 Finally, the literature identified five core aspects of the macrosystem that could be 
influential for the emergency nutrition worker.  These included private foundations, 
government donor agencies, private companies, the United Nations, and academia.  Data 
analysis revealed that only government donor agencies had influence over the emergency 
nutrition worker.  Academia was specifically identified as not being influential over the 
participants’ perceptions of community engagement but did not develop as an important 
theme or category in its own right.  Private companies, private foundations, and the 
United Nations were not discussed by participants. 
 It is important to note that while not all aspects of the adapted social ecology 
model developed into themes in this study, it does not necessarily indicate that they do 
not have influence over the emergency nutrition worker.  For example, academia is 
considered part of the macrosystem of the adapted social ecology model but academia did 
not develop as a theme or category in this study.  Despite this, through their involvement 
in the study, participants may be indicating that they do place a certain value on the role 
that academia can play in the implementation of CMAM programs.  Elements of the 
adapted social ecology model that were not identified as major themes in this study (e.g., 
international donor funds) should not be considered unimportant.  Rather, their influence 
may not be felt as directly by participants as aspects that developed into themes. 
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 The findings discussed in this chapter reflect efforts toward a local community 
participation paradigm shift in humanitarian aid implementation (Ramalingan, Scriven, & 
Foley, 2011).  Community engagement is considered an essential aspect to the success of 
CMAM programs.  The findings of this study add to the exciting science of CMAM 
programs by describing how communities are conceptualized by ENW, why communities 
are important, the challenges in the engagement of communities, and when engaged, 
what role the community has in the program.  The social ecology lens helps to identify 
the social and environmental factors that influence the emergency nutrition workers’ 
attitudes toward and experiences with community engagement.  This new knowledge can 
lead to practice and policy changes within the humanitarian community, which will better 
support the community-focused paradigm toward which it is moving.  
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Chapter Five: Analysis 
 The final chapter will analyze the key findings of this study.  It will also discuss 
the strengths and limitations of the study.  Finally, it will discuss implication for practice, 
education, and future research for CMAM programs.   
Social ecology framework 
 The social ecology framework was utilized in every step of this study.  Initially 
the framework was employed to organize the review of literature.  It was then utilized in 
the development of the interview guide.  Finally it was used to perform a directed content 
analysis of the interviews conducted for this study.  The social ecology model proved to 
be well suited for the research question as it allowed for analysis beyond the participants’ 
immediate environment and highlighted the social and environmental influences that 
affect the implementation of CMAM programs at all levels. 
 The finding that there are influential aspects of all levels of the social ecology 
model has important implications for outcomes research.  In this study, it is suggested 
that outcomes research that only focuses on the immediate environment may be missing 
some of the essential elements that influenced why a program was perceived to be 
successful or not.  It is not sufficient to say that a program was not successful because it 
did not have enough coverage.  Looking at the results of this study, a number of questions 
must be asked.  Was there enough funding to support the community arm of the program?  
Were the ENW properly educated and motivated to engage the local community?  Were 
incentives provided to the volunteers?  Were the beneficiaries involved in the 
implementation of the program?  The social ecology model provides a basis for a better 
understanding as to why certain CMAM succeed and others do not. 
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The community and the beneficiaries 
 Prior to this study, the literature was unable to provide a definition for community 
in relation to CMAM programs.  A definition continues to be elusive as no two 
participants described the community in the same way.  Perhaps this could be seen as a 
positive thing—that defining a community is an ever-changing process, which reflects the 
local culture and context.  Perhaps it is important, even necessary, in a CMAM context 
that there is not a uniform definition of community.  However, there are certain 
dimensions of community that can be considered universal.  Community volunteers and 
community leaders/elders are two groups of people who are always considered part of the 
community, regardless of context.  Women’s groups are increasingly being thought of as 
a third group. 
The finding that caretaker and children are largely removed from discussions 
about the use of the community in CMAM suggests “the community” and “the 
beneficiaries” are two separate entities in the minds of the participants.  The community 
was engaged to gain access to the beneficiaries, to encourage program participation, and 
to offer a sense of physical security to the program.  The beneficiaries were the target of 
the communities but were not actively involved in the program assessment, design, or 
implementation. 
 One possible rationale for this distinction comes from the nutritional guidelines 
nested in either the exosystem for national guidelines or macrosystem for international 
guidelines.  Mirroring the Valid International (2006) CMAM guidelines, for example, the 
participants’ discussions of community focused heavily on political leaders, religious 
leaders, health providers, community volunteers, and women’s groups.  On the rare 
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occasion when parents were included in the community discussions, it was often as an 
afterthought, not as key members of the community who need to be engaged for program 
success.  Participants believed that countries that had national guidelines with specific 
instructions for how to engage the local communities saw improved outcomes. 
 These findings have important implications for both the program and policy.  
First, the beneficiaries need to be brought back into the community.  This needs to be 
done both at the field level by the emergency nutrition worker and within the national and 
international guidelines for CMAM.  While it is a good thing that women’s groups are 
beginning to be considered an important part of the community, ENW need to continue to 
be cognizant that their definitions of community include the female voice.  The 
dependence on community leaders and community volunteers as key community 
informants creates an environment in which it is difficult for women to be heard.  It is 
important that ENW make a concerted effort to include women in their definitions of 
community. 
Inherent power 
 One of the more disconcerting results of this study was the emergency nutrition 
worker’s desire to be seen by the community as the same.  Born of the desire to 
encourage community engagement and trust, this misdirected goal ignores the fact that 
the ENW is very much in a position of power while running a CMAM program.  The 
ENW must walk the very fine line between respecting local cultures and customs without 
exacerbating any inherent oppression that may be found in the community structure.  This 
is especially of concern given the findings in this study that the ENW usually exclude 
program beneficiaries, a group vulnerable to oppression, in their description of the 
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community.  The combined desire to be seen as the same as local communities, the lack 
of recognition of the power in their position as ENW, and the exclusion of a group of 
people who are at risk for oppression makes for a situation that could easily exacerbate 
the oppression of the very groups they are trying to support. 
Volunteer incentives 
 The use of incentives, financial or otherwise, to motivate volunteers to support a 
program is not unique to the CMAM program.  The literature demonstrates multiple case 
studies where programs that do not offer financial incentives result in high attrition and 
poor outcomes, whereas programs that do offer incentives struggle with financial support 
and sustainability.  This study is an addition to the existing body of knowledge about the 
challenges associated with motivation of community health volunteers. 
 This study adds to the literature by specifically identifying incentives as one of 
the major challenges in implementation of CMAM programs and a point of contention 
between NGOs.  The results of this study may suggest that it is necessary to rethink the 
use of community volunteers.  The role of community volunteers is an unquestionably 
important successful program outcomes.  It may be more appropriate, however, to 
consider this a role of an employee – not a volunteer.  This is not to undermine the 
importance of community participation,  but to support that it may be more appropriate to 
encourage community participation strategies that can be integrated into community 
members’ daily lives, instead of being reliant on a select few volunteers. 
Training opportunities 
 The participants all noted that they did not learn about the importance of 
community engagement or the expertise of community engagement through their formal 
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education.  This finding reflects a gap in the existing formalized education of nurses and 
nutritionists who are being employed as emergency nutrition workers.  While there is 
always value in skills learned through experience, it is important that the first time the 
emergency nutrition worker is being made aware of the importance of community 
engagement be well before they walk into their first emergency context.  The lack of 
education about community held true regardless of the participant’s degree, where he or 
she was educated, or whether he or she received education beyond the baccalaureate 
degree.  It is unclear whether the content of community was ever taught or if it was taught 
in a manner that inspire the participants so that it became a priority for them in practice.  
Regardless, this study shows that the way in which community is being taught in higher 
education institutions must be revised so that it becomes a priority for all ENW before 
they respond to their first emergency. 
Funding priorities 
 The participants identified that funding for CMAM programs is often stuck 
between emergency and development.  There was frustration with the donors that a 
higher value was placed on treatment than on community engagement and ownership.  
There also was disconnect between what the ENW thought should be prioritized for 
funding and what the donors prioritized.  This results in resentment toward some donors 
because the ENW believed they were not able to run their CMAM programs in the most 
optimal way possible.  These concerns are all valid but when looking at the literature, 
these frustrations may not stem from donors’ lack of interest in community but rather a 
failure in the existing funding mechanisms to fund CMAM programs adequately through 
the transition of emergency to relief and development. 
86 
 
 The study findings suggest that a major barrier to the successful implementation 
of CMAM programs is the existing funding mechanisms.  For CMAM programs to be 
able to make the transition from emergency programs to sustainable programs integrated 
within local health structures, the funding structures must begin to consider this type of 
bridge program.  Funding policies need to begin to reflect these changes. 
Sustainability 
 Nutrition emergencies are often cyclical emergencies that can be predicted based 
on weather patterns, population migration, and market access.  That is why with the 
advent of ready-to-use-therapeutic foods (RUTF), there was hope that the treatment of 
acute malnutrition could not only be taken back to the community but it could be done in 
a way that the program could be sustained after the emergency.  This is the goal of 
CMAM programs today. 
 The challenge lies in the fact that the available literature and guidelines provide 
no insight into how a CMAM program can be made sustainable.  The participants all 
believed in the importance of sustainability, with one participant laughing when asked 
why sustainability was important, noting that it was such an obvious answer that the 
question should not need to be asked.  While the answer may be obvious—sustainability 
is important so that treatment for acute malnutrition is always available to communities—
the best practices for the implementation of a sustainable CMAM program are unclear. 
 In this study, the confusion between sustainability and community are 
highlighted, with participants noting that community engagement is necessary for 
sustainable programs but that aspects of community engagement activities cannot be 
engaged in because they are not sustainable.  The bottom line is that the lack of guidance 
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regarding how CMAM programs are meant to make the transition from emergency to 
sustainability, is being felt by ENW and it is affecting the ways in which they implement 
CMAM programs. 
Study strengths and limitations 
 This is the first study to explore the experience of ENWs in the assessment, 
design, and implementation of CMAM programs.  It is the first study to explore how 
ENW conceptualize “community” during nutrition emergencies.  Finally, it is the first 
study to investigate how the social environment influences ENW in the assessment, 
design, and implementation of CMAM programs.  Collectively, these knowledge 
advancements significantly add to the implementation science of CMAM programs. 
 The study is strengthened by the recruitment and sampling methodology.  It is 
remarkable that in this study common experiences among such a diverse population of 
participants were found.  The fact that ENWs shared experiences regardless of their 
personal, educational, or professional backgrounds supports the use of the 
deterritorialized setting used in this study.  The diverse sample makes these study results 
generalizable to ENW globally.   
A weakness of this study is the fact that it is only generalizable to ENW and not 
the humanitarian community as a whole.  While this study illuminates the experience of 
the ENW, it does not explore the experiences of other individuals involved in the 
implementation of CMAM programs.  This is something that must be addressed in future 
research.   
In addition, there is selection bias in this study. This study largely excluded 
participants in South and Central America by requiring that the participants had work 
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outside of their country of residents.  This is because when a nutrition emergency is 
declared in South and Central America medical personnel are recruited locally.   There is 
also selection bias in the fact that the participant had to be fluent in English.  Finally, it is 
important to note that there is selection bias as a result of the snowball recruitment 
methodology of this study.   
A final weakness for this study is the potential of the Hawthorne Effect.  It is 
possible that participants altered their answers to reflect what they thought the researcher 
wanted to hear.  In order to mitigate this weakness, the researcher asked several similar 
questions to ensure the answers remained consistent.   
Implications for practice 
 The single most important implication for practice found in this study is the need 
to include beneficiaries as part of the community rather than separate from it.  From the 
beginning of assessments to the actual implementation of the program, caretakers and 
children largely have been removed from the community aspect of the CMAM program.  
This removal from the community not only represents a loss of a very important voice, 
but it also oppresses the very people the CMAM program is intending to help.  As 
demonstrated by the Kenya national CMAM guidelines, it is not only possible to include 
caretakers and children, it is essential to ensure community ownership of the program. 
 It is necessary to redefine the ways in which community volunteers are utilized.  
The results of the study highlight the fact that community volunteers have an extremely 
important role in the CMAM program.  However, this role may surpass that of a 
volunteer position.  The programs with successful community arms were associated with 
significant financial incentives for the community volunteers.  A recommendation of this 
89 
 
study is that community volunteers become part of the human resource structure of the 
CMAM programs, separate from efforts to encourage community engagement and 
ownership of the program. 
 It is also necessary to develop national guidelines that have a significant focus on 
the development of a culturally and contextually appropriate community arm of the 
CMAM program.  This focus will allow for more cohesive CMAM programming 
throughout the country and will decrease the competition between NGOs for CMAM 
funding resources.  It also will provide a foundation for NGOs to argue the importance of 
funding for the community arm of the program because it will be required by the national 
guidelines. 
 ENW need better preparation and education on how to engage local community 
and encourage community ownership of CMAM programs prior to their first field 
experience.  All of the participants noted that their desire and expertise concerning how 
to engage local communities came not from their educational background or NGO 
training but from their field experience.  While being in the field will always involve a 
steep learning curve for ENW, it is important that this is not the first time they are 
exposed to the need for community engagement.  It is recommended that case study 
approaches be utilized in both the academic classroom and in NGO trainings; this will 
allow ENW to think critically about the ways they can engage local communities prior to 
coming to the field. 
 Finally, there is a need to increase the amount of qualitative data included in the 
initial assessments of the CMAM program.  At this time, assessments are strongly 
quantitatively focused and while this provides an important reference to the severity of 
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the problem and the need for the CMAM programs, it does not describe the experience of 
those affected.  The integration of focus groups into the early assessment stages of the 
CMAM program would provide a more complete picture of what is happening in the 
community.  Participants in this study not only identified this as feasible but as an 
essential aspect of the assessment. 
Implication for health policy 
 CMAM programs must find a permanent place within donor funding structures.  
There is no question that the local communities, national governments, NGOs, and 
international donors place a high value on community-based programs for the treatment 
of acute malnutrition.  The problem with these programs begin as emergency programs 
but must be continued as recovery/development programs and there are not funding 
mechanisms for this transition.  Policies that dictate how nutrition emergencies are 
funded must be revised and a bridge must be developed that allows for a smooth 
transition from emergency to recovery and development for CMAM programs to be 
utilized to their highest potential.  Without this policy change, CMAM programs will be 
caught in a cycle of emergency programming that is started and stopped based on when 
the severe acute malnutrition rates peak. 
Future research 
 This study is the first in a trajectory of research the objective of which is to 
understand and improve the implementation science behind CMAM programs.  As is the 
case with most exploratory qualitative studies, in this study a few important questions 
were answered but also additional knowledge gaps in the implementation of CMAM 
programs were revealed.  The need for the following research studies was revealed: 
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• This study needs to be replicated to identify the experience of local ENW, the 
Ministry of Health, and donors in the implementation of CMAM programs. 
• A comparative analysis is necessary to identify the differences in programs, which 
include qualitative assessment, such as focus groups, into their programs with 
those who do not. 
• An outcomes study is needed to compare the success of programs, which provide 
incentives to community volunteers and those, which do not. 
• An outcomes study is needed to determine the success of a case study based 
education on the ENW’ knowledge of how to engage local communities and 
support community ownership of CMAM programs. 
• A longitudinal study is needed which looks at the outcomes of short-term CMAM 
programs versus CMAM programs which are integrated into local health 
structures.   
• Health services research is needed to identify best practices for the transition of 
CMAM from an emergency program to a sustainable program which is integrated 
into local health structures. 
Summary 
 This study was the first of its kind exploring the experience of ENW with the 
implementation of CMAM programs.  The experience of emergency nutrition workers is 
similar, regardless of the context they are working in or their educational or professional 
background.  The results of this study have important implications for future 
implementation science and outcomes research. The study results highlight that all levels 
of the social ecology model influence the emergency nutrition worker’s ability to engage 
92 
 
with local communities.   To be able to understand the implementation and outcomes of a 
CMAM program, all levels of the social ecology model need to be examined.  This study 
identifies that Emergency Nutrition Worker’s are struggling with designing and 
implementing emergency programs with goals of sustainability.  There is confusion 
amongst Emergency Nutrition Workers about how to implement programs which include 
the community but also are sustainable.  CMAM programs have made it possible for the 
community based treatment of acute malnutrition but the best way to engage the 
community is still unclear.  The new knowledge created by this study sets the grounds for 
future research that focuses on how CMAM programs can be both community focused 
and sustainable.      
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APPENDIX A 
Definition of Terms 
• Acute Malnutrition—Weight for Height of < 80%; MUAC less than 125; 
presence of edema.  A child who is moderately or severely malnourished 
• Community-Based Therapeutic Care (CTC)—See community management of 
acute malnutrition definition. 
• Community-Based Organization (CBO)—An organization that is created in a 
given community and operates only in that community. 
• Community Management of Acute Malnutrition (CMAM)—A comprehensive 
program to address acute malnutrition at the community level.  It includes four 
arms: Stabilization Center, Outpatient Therapeutic Program, Supplementary 
Feeding Program, and Community Mobilization. 
• Emergency nutrition worker (ENW)—A professional who responds to a 
nutrition emergency as part of an international NGO.  Professional degrees can 
include, but are not limited to, registered nurse and registered nutritionist. 
• Global Acute Malnutrition (GAM)– The percentage of an under five population 
who is diagnosed with either severe acute malnutrition or moderate acute 
malnutrition 
• Moderate Acute Malnutrition (MAM)– A child with a weight for height of 
between 70 and 80% or a MUAC less than 125 
• NCHS/WHO Growth Standards—In the 1990s the WHO recognized the need 
for new standards for the assessment of growth and development of the world’s 
children and as a result, the Multicentre Growth Reference Study (MGRS) was 
94 
 
developed in 1997 to address this need (Onis, Onyango, Borghi, Garza, & Yang, 
2006).  The MGRS collected primary data on how children under five in Brazil, 
Ghana, India, Norway, Oman, and the United States grew over time between 1997 
and 2003.  This methodology differed greatly from the previous growth standards 
in two ways.  First, it was a measure of children from multiple countries.  Second, 
it was a measure of children over time, instead of using averages of many children 
at one age.  From this data, the WHO growth standards were released in April, 
2006. 
• Non-Governmental Organization (NGO)—An organization that provides 
humanitarian or development aid to countries outside of its headquarter location. 
• Nutrition Emergency—When a community GAM is above 15% and/or its SAM 
is about 4%.  For the purpose of this dissertation, a nutrition emergency is 
considered any percentage above a communities’ baseline and requires external 
resources for a response. 
• Outpatient Therapeutic Care (OTP)—Home-based treatment for severely 
malnourished children without medical complication.  Nutrition rehabilitation is 
given using RUTF. 
• Ready-To-Use-Therapeutic Food (RUTF)—A nutritionally fortified food that 
can be given at home for the treatment of acute malnutrition. 
• Severe Acute Malnutrition (SAM)—A child who has a weight for height of less 
than 70%, a MUAC less than 110, or bilateral pitting edema. 
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• Stabilization Center (SC)—The inpatient portion of the CMAM model.  Treats 
severely malnourished children with medical complications until their medical 
complications are stabilized.  They are then discharged to the OTP. 
• Supplementary Feeding Center (SFC)—Outpatient treatment of children with 
Moderate Acute Malnutrition.  Usually consists of a weekly or biweekly ration of 
vitamin-fortified Corn Soya Blend (CSB) porridge. 
• Therapeutic Feeding Center (TFC)—Traditional inpatient feeding center.  
Conceptually very close to the stabilization center.  Therapeutic products include 
Formula 75 and Formula 100.  Children usually stay until they are cured from the 
program.  
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APPENDIX B 
Emergency Nutrition Workers: Interview Guide 
Table 1. Emergency Nutrition Workers: Interview Guide 
Question Micro Meso Exo Macro Demographic 
1. Tell me a little bit about yourself.  How did you 
become involved with emergency nutrition 
programs? 
x     
2. I’d like to know more about (most recent 
experience).  Tell me about the briefing you received 
before leaving for (country). 
  X   
2a. Probes if they mention community. 
Tell me more about how the community was 
described to you. 
When you arrived in the community did you find the 
description to be 
accurate? 
X  X   
2b. Probes if funding is mentioned. 
Tell me about the type of funding supporting the 
project? 
Tell me about how the relationship between the 
funding priorities and the 
program priorities.  
  X X  
2c. Probes if partner organizations are mentioned. 
Tell me about the relationship between your 
organization and your partners. 
X X X   
2d. Probes if protocols or CMAM is mentioned. 
Tell me more about the protocols you used. 
Tell me some of the ways you found the protocols 
useful. 
Tell me some of the challenges you faced in 
implementing the protocols.  
X X X X  
2e. Probes if local or national governments are 
mentioned. 
Tell me about your relationship with the government 
structures. 
In what ways did you find the government structures 
supported your 
program. 
What were some of the challenges you faced in your 
relationship with the 
government.  
X X X   
3. Tell me about your first impressions when you 
arrived in (program location). 
(Use probes 2a-2e as appropriate). 
X     
4. Tell me about the set-up of the program when you 
arrived. 
X X    
5. When you first arrived to (program location), how 
did you identify who your target community would 
be? 
Probe: How did you determine who your key 
informants were? 
X     
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Question Micro Meso Exo Macro Demographic 
6. Can describe for me how the community was 
involved in your program? 
Probe: Ask for specific examples as necessary.  
X     
6a. Probe: What did you find valuable about having 
the community involved in your program?  
X     
6b. Probe: What did you find challenging about 
having the community involved in your project.  
X     
6c. Probe: Who or what supported or encouraged 
you to involve the local community in your project. 
X X X X  
6d. Describe any barriers you faced when trying to 
involve the local community in your program. 
X X X X  
7. Tell me how your perceptions of the community 
evolved from your arrival to your departure (or 
present day). 
X     
8. Do you have a story that sums up your experience 
during this nutrition emergency? 
X X X X  
9. Looking back to your briefing, I would like you to 
walk me through what you would include if you 
were preparing a briefing for someone about to 
respond to a nutrition emergency in (program 
location).  
X X X X  
10. Is there anything else you think I should know 
about responding to this nutrition emergency?  Is 
there anything I should have asked and didn’t? 
X X X X  
11. I now need to ask you a few specific questions 
about yourself.  How old are you? 
    X 
12. What is your gender?      
13. What is your nationality?     X 
14. What do you consider your country of residence?     X 
15. Are you affiliated with any religion? If so, what?       
16. Tell me about your education background?  
Have you received any specialized training in 
disaster response/humanitarian aid/ emergency 
nutrition? 
    X 
17. Starting with the first NGO you worked for, tell 
me about which organizations you worked for and 
how long you worked for them. 
    X 
18. If I have any follow-up questions, would it be ok 
for me to contact you again?  
    X 
19. Do you know of anyone else who may be 
interested in being a part of this study? 
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APPENDIX C 
CODEBOOK 
 
Code Working Definition Coder Comments Social 
Ecology 
Level 
Community 
Volunteers 
Volunteers from the community 
who may or may not receive 
financial incentive to perform 
community outreach 
Also called Community 
Outreach Worker, 
Community Health 
Volunteers, Nutrition 
Volunteers.  
Micro 
Informant Individuals or Groups who 
provide information to the ENW 
about the community 
 Micro 
Liaison Individual or Groups who act an 
intermediary between the ENW 
and the community. 
 Micro 
Community 
Leaders 
Individuals within a community 
who are selected by the 
community to represent the 
community in a traditional or 
political manor.  
Elders and Leaders 
appear to be used 
interchangeably 
Micro 
Political 
Strategy 
How  the ENW navigates the 
traditional and formal political 
context of a community 
 Micro 
Women’s 
Groups 
Groups of women formed by an 
NGO for the purpose of 
community engagement. 
Also called mother’s 
groups.  
Micro 
Alternate 
Community 
Activities 
Activities beyond the community 
volunteer structure that the 
participants would like to see 
start. 
 Micro 
Community 
Engagement 
Gaining community participation 
in the CMAM Program.  
  
Incentives Things used to motivate people to 
work with the CMAM program.  
Can be educational, material, or 
financial 
This is related to 
personal gain. 
Micro 
Appreciation Showing community members 
that they are a valued part of the 
CMAM program 
This was often 
discussed in terms of 
there being a lack of 
appreciation for 
volunteers. 
Micro 
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Code Working Definition Coder Comments Social 
Ecology 
Level 
Personal 
Adaptation 
The way in which ENW changed 
themselves to fit in with the local 
communities 
 Micro 
Program 
Adaptation 
Adjustments to the program to 
account for local context and 
culture 
 Micro 
Security Insuring that the program, 
supplies, and personnel, were not 
at risk for harm. 
 Micro 
Community 
Ownership 
Communities believed that they 
had some level of responsibility 
for the CMAM program.  
 Micro 
Value of 
Community 
Whether or not the ENW felt 
community engagement was 
important 
 Micro/ 
Exo/ 
Macro 
Time 
Consuming 
The belief that engaging the 
community would take too much 
time.  
Relates to Delays Micro 
Program 
Prioritization 
The order in which an individual 
valued different aspects of the 
CMAM program.  
 Micro/ 
Meso/ 
Exo/ 
Macro 
Education How ENW educational 
backgrounds influenced their 
knowledge of community 
engagement 
 Micro/ 
Macro 
Previous 
Experiences 
Stories of times when the 
participants realized the value of 
community engagement.  
 Micro 
Ministry of 
Health 
Local Health Authority.  Meso 
Bureaucratic Political Barriers to Program 
Implementation 
Related to MoH Meso 
Financial/ 
Logistical 
Demands 
Requests from local authorities to 
the NGO’s  to provide support 
directly to the authorities.  
Often in exchange for 
cooperation.   
Micro/ 
Meso 
Delays Programs starting behind schedule 
due to some factor. 
Bureaucracy related to 
delays for the 
participants.  
Meso/  
Exo/  
Macro 
NGO’s  Organization that provide a 
service to a community during a 
disaster. 
No distinction between 
CBO’s and INGO’s 
Micro/ 
Meso/  
Exo 
100 
 
Code Working Definition Coder Comments Social 
Ecology 
Level 
Coordination Planning of program activities 
with multiple actors. 
 Meso 
Competition When two or more NGO’s are 
dependent on the same resources. 
Mainly Related to 
Funding and Staff 
Exo/ 
Macro 
Shared 
Resources 
When two or more NGO’s share 
supplies, transport, or personnel 
to complete program goals. 
Different than 
logistical/financial  
demands as this is seen 
as reciprocal.  
Meso/ 
Exo 
Donors International Agencies who 
provide financial support to 
emergency and development 
programs. 
 Macro 
Funding 
Gaps 
Parts of programs that did not 
receive financial backing. 
 Macro 
Emergency 
vs. 
Development 
The idea the CMAM programs do 
not fit neatly into either an 
emergency or development 
category. 
This is discussed in 
relation to challenges in 
program funding.  
Macro 
Sustainability The ability to transition the 
CMAM program from emergency 
response to primary health.  
This was brought up as 
a rational to do or not 
do something at all 
levels.  
Micro/ 
Meso/ 
Exo/ 
Macro 
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